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All hypertensives should receive 


the same initial therapy 


The consensus of research clinicians advocates Rauwolfia 
alkaloids — such as Rautensin, a standardized extract 
containing all the hypotensive and tranquillizing Rau- 
wolfia alkaloids, free from inert material — as the first step 
in all hypotensive therapy. The lack of toxicity over a wide 
range of dosage, the tranquillizing, headache-relieving, 
pulse-slowing and gradual hypotensive action of Rautensin 
make it one of the safest preparations in the initial treat- 
ment of all types of hypertension, irrespective of severity. 


Then, too, your nervous, stress-ridden patients with early 
labile hypertension respond especially well to Rautensin. 
In the more stubborn cases requiring combination therapy 
Rautensin, used as a platform on which to build an effec- 
tive regimen, usually permits reducing the dosage of other 
hypotensive agents. Result: Less side effects. 


Each Rautensin tablet contains 2 mg. of purified Rau- 
wolfia alkaloids (alseroxylon fraction) . 


Dosage: For the first 20 to 30 days 2 tablets (4 mg.) once 
daily before retiring; thereafter 1 tablet (2 mg.) daily 
usually suffices. 


RAUTENSIN’ 


for basic therapy in all hypertensives 


Rautensin is a preparation 


Smith-Dorsey + Lincoln, Nebraska + A Division of The Wander Company 
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LASTS ATLEAST 
. | 24-72 HOURS 


rganon DEVELOPMENT 
\G 


ACTION LASTS AT LEAST 24 TO 72 HOURS” Se 


ENHANCED POTENCY 

EASY TO ADMINISTER 
AQUEOUS SUSPENSION 
NEEDS NO WARMING 
MAY BE INJECTED THROUGH FINE NEEDLE | 

FEWER OVERDOSAGE SIDE EFFECTS 


CORTROPHINGIN 


Organon DEVELOPMENT 


Available in 5-cc vials containing 40 U.S.P. 
units of purified corticotropin per cc 
with 2.0 mg. of zinc. 


T. M. Cortrophin 


Organon INC. ORANGE, N. J. 
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REMEMBER: ALL SULFAS ARE NOT TRIPLE SULFAS! 
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SULFADIAZINE 
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SULFAMERAZINE 


SULFAMETHAZINE 


e highest potency 
e wide spectrum 


minimal side effects 


e highest blood, plasma, and tissue levels 


e safety ® economy 


In every important way, judged by any 
test, the Council-accepted Triple Sulfas are 
still unexcelled among sulfa drugs. Con- 
stant use for many years has thoroughly 
proved their great worth. It is not surpris- 
ing, then, that most leading pharmaceutical 
manufacturers offer the Triple Sulfas under 
their own brand names in a variety of 
forms, both alone and combined with 
other therapeutic agents. 


These preparations are drugs of choice 
in many systemic, gastrointestinal, and 
urinary infections. Next time you find a 
sulfa drug is indicated, prescribe one of 
these effective preparations. For details, 
ask any medical representative about the Triple 
Sulfa products his company offers. 


Meth-Dia-Mer Sulfonamides 


AMERICAN Ganamid COMPANY 


FINE CHEMICALS DIVISION 
30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 


; 
| 
Fine Chemicals 


NOW COMBINED... 


Two distinguished oral penicillins 
for greater penicillin action 


In one tablet, BictLLin-VEE offers the combined actions of BiciLLin and peni- 
cillin V—both noted for their antibacterial reliability by the oral route. 


PENICILLIN V: 


@ For maximal resistance to gastric acid 
@ For optimal absorption as active penicillin 


@ For high and rapidly induced blood levels 


BICILLIN: 


@ For sustained resistance to gastrointestinal inactivation 


@ For prolonged concentration through delayed absorption 


Absorption studies! show that these combined actions in BIctLLIn-VEE have 
provided notably high and sustained serum concentrations. For these new 


achievements in oral antibiotic therapy, prescribe BictLLin-VEE. 
1. Welch, H.: Personal communication 


Supplied: Tablets Brcitiin-VeE, 100 mg. (100,000 units) 
of benzathine penicillin G and 62.5 mg. (100,000 units) 
of penicillin V, bottles of 36. 
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VEE 


Benzathine Penicillin G and Penicillin V, Crystalline Wijeth 


(Dibenzylethylenediamine Dipenicillin G and Phenoxymethyl Penicillin) 


® 
Philadelphia, Pa. 
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nonsensitizing ... rapid acting .. . topical anesthetic 


XYLOCAINE?S OINTMENT asrua 


(Brand of lidocaine*) 


a new form of the widely accepted Xylocaine Hydrochloride solution 


@ Xylocaine Ointment provides unusually 

rapid, and deeply penetrating anesthesia 

- without the drawback of toxicity, sensitization : 
; g@ or irritation. Xylocaine is unique in this respect. 


@ For use in the control of itching, 


burning and other dermatologic distress. May 


also be applied liberally on skin and 


accessible mucous membranes to prevent pain 
during examination or instrumentation. 


@ Available in a water soluble, 
nonstaining vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes or wide-mouth jars, 


each containing 35 grams (approx. 1.25 ounces). 


Xylocaine Ointment is now made available at the 
request of many physicians, surgeons, and 
anesthetists who routinely use Xylocaine Solution. 


Astra Pharmaceutical Products, Inc. 
Worcester 6, Massachusetts 


*U. S. Patent No. 2,441,498 
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introducing 


‘the modern age of speed. 
The New Viscount has all the — 
quality features demanded 
by Radiologists in premium 
equipment. 


100 MA FULL WAVE 


RAD DIOGRAPHIC” X- RAY UNIT 


~ PRICES START AT 
FLUOROSCOPIC 


$3,734 


© Full Wave rectification for high radiation output. 100 MA at 100 PKV. 

© Low power line requirements saves costly. rewiring of your office. ae 

© Stepless single knob kilovolt contro! provides instant kilovoltage selection combined 
with automatic MA push button control. 

© Reciprocating Bucky (included in basic price). 

© Full size tilting table for ease of patient handling. — 

a © Full length travel of screen and bucky. 

4 ‘BEST SELLER Be, © Modern functional! design combined with quality workmanship produces a unit of 

\ a _ quiet elegance which will give years of trouble free service. 


i 


streamlined design and fast 
manufacturers of quality x-ray equipment 
Se 4647 N. Cicero A isn TAN) | CLerh 
When you write... 
LA - \ 


A 


AT NO cost send me postpaid 1 vial with this order for 


6 vials. Bill me later. However, I may return the 6 un- 


new, non-opiate 
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new... The “office-ideal” local anesthetic 


,..instantaneous anesthesia 


BLOCKAIN 


Propoxycaine Hydrochloride 


M.D 
STATE 


GEORGE A. BREON & CO., 152 PETERS ST. 8.W., ATLANTA 3, GEORGIA 


*TRADEMARK OF GEORGE A. BREON & COMPANY 


prolonged anesthesia 


First choice for nerve block and infiltration anesthesia 


..~low irritation potential 
minimal toxicity 
...no vasoconstrictor needed 


Supplied: 0.5%, 5 mg. BLOCKAIN per cc., vials of 30 cc. $2.00 per vial. 


ZONE 


used vials for cash refund if not completely satisfied. 
(Please Print) 


PROOF 
NAME 
ADDRESS 


specific conitrol of the hyperactive cough reflex — without 
undesirable opiate side tiects 


Brand of carbetapentane citrate 


Available as: Expectorant Compound (sugar 
free, cherry favored, amber color) bottles of 1 »int; 
Toctase {cherry flavored, red color) bottles 


of pint; TocLase Tas ets 25 mg., bottles of 25. 
*Trademart 
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BREAKFAST? 


(BRAND OF MECLIZINE HCL, PYRIDOXINE HCL) 


stops morning sickness 


In 100 patients with severe nausea and vomiting, 
Weinberg reports 88% good to excellent results.! 
In another series, BONADOXIN abolished 
ofr vomiting in 40 of 41 gravida, eliminated 
nausea in 30 of the 41.2 


Each BONADOXIN tablet contains: ; 


Mild cases: One BONADOXIN tablet at bedtime. 
Severe cases: One at bedtime and on arising. 
In bottles of 25 and 100, prescription only. 
Also indicated in post-radiation sickness, 
nausea following surgery, Méniére’s syndrome. 


1. Weinberg, Arthur and Werner, W. E. F.: Bonadoxin, a new effective 
oral therapy for hyperemesis gravidarum. Am. Pract. and Dig. ef 
Treatment. In press. 2. Personal communication. 3. Berenson, F.: Bone- 
Chicago 11, Illinois doxin: oral therapy for nausea and vomiting of pregnancy. In press. 


* TRADEMARK 
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NOW... 


Federal law 
permits oral 
prescription 


POs 


Syrup and oral tablets. 
teaspoonful or tablet of 
HYCODAN contains 5 mg 
dihydrocodeinone bitartrate 
and 1.5 mg. Mesopin.' May 
be habit-forming. Averag 
adult dose, 1 teaspoonful or 
tablet after and 


(Dihydrocodeinone with Homatropine Methylbromide) 


BETTER THAN CODEINE COUGH’ 


LONGER-LASTING 
MORE THOROUGH 


Scored, yellow oral teblets! 
be habit-forming. Average adult 
1 tablet q. 6h. 


HAN FOR PAIN’ 
(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 
j ® Minois J. 104:257, 1953.5 
ENDO PRODUCTS INC. fuse Med. 23°310, 195807 


NOW! 2 new taste- 
tempting dosage forms 
of Pfizer-discovered 


I 
é 
| 


New standards for tetracycline therapy 
in new ready-mixed liquid form... 


NEW palatability 
NEW convenience 
NEW versatility 


... the same unexcelled efficacy and toleration 


rand of tetracycline 
The outstanding modern broad-spectrum 
antibiotic, tetracycline, in a palate-pleasing 
raspberry-flavored homogenized mixture, 
standardized and ready-mixed at Pfizer 
Laboratories. 


SUPPLIED: Bottles of 2 ounces and 1 pint. 
Each 5 cc. teaspoonful contains 125 mg. of 
tetracycline. 


Brand of tetracycline hydrochloride with vitamins 


A fruit-mint flavored sugar-free homogenized 
mixture of tetracycline ready-mixed at Pfizer 
Laboratories and fortified with adequate 
quantities of B complex and vitamins C and 
K for nutritional support during stress. 
TETRABON SF provides therapy on two levels: 
1. anti-infective, against the pathogen 

2. metabolic, assisting the patient physio- 

logically. 


SUPPLIED: Bottles of 2 ounces. Each 5 cc. tea- 
spoonful contains 125 mg. of tetracycline 
plus the following formula: 


Vitamin C as palmitate...........5 37.5 mg. 
2 Thiamine hydrochloride .......... 1.25 mg. 

Pyridoxine hydrochloride ........ 0.25 mg. 

Calcium pantothenate ............. 2.5 mg. 

Menadione (vitamin K analog)... .0.25 mg. 


*Trademark 
+Trademark for Pfizer-originated, vitamin-fortified antibiotics 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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DAVIS TECHNIC USING 
VAGISEC* JELLY AND LIQUID 


EXPOSES 


Phase-contrast microscope shows a trichomonad in a 


mucinous vaginal smear. 


ANY trichomonacides failed in years past largely 

because they reached only the parasites swim- 

ming freely in the vaginal canal—not those hiding 

under epithelial cells deep among the vaginal rugae. 

In fact, some agents actually coagulated the albumi- 

nous material lining the surface and protected the 
trichomonads!! 


Success at last. Today, however, you can overcome 
this problem because VAGISEC jelly and liquid 
quickly penetrate to trichomonads’ hideaways. You 
can now treat vaginal trichomoniasis successfully, 
using the Davis technic. Carl Henry Davis, M.D., 
eminent gynecologist and author, and C. G. Grand, 
research physiologist, introduced VAGISEC liquid as 
“Carlendacide” and had it tested by over 100 well- 
known obstetricians and gynecologists. Dr. Davis 
states, “. . . over 90% of apparent cures have been 
obtained. . . 


Overpowering action. Three surface-acting chemicals 
in VAGISEC liquid, acting synergistically, not only 
reach trichomonads but explode them!* A chelating 
agent complexes and removes the calcium of the 
calcium proteinate. A wetting agent removes lipid 
materials. A detergent denatures the protein. The 
parasites imbibe water, swell and explode. 


The Davis technic.t Dr. Davis recommends a com- 
bination of office treatments and home treatments, 
using both VAGISEC jelly and liquid in home treat- 
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AND EXPLODES 
TRICHOMONADS 
HIDDEN AWAY IN RUGAE 


ments. “A few women have infected cervical, vestib- 
ular or urethral glands and require other types of 
treatment. . . .”* It is well to remember the role of 
the male as carrier of the organism and prescribe 
protection against re-infection from the husband." 


Office treatment. Expose vagina with speculum. 
Wipe walls dry with cotton sponges and wash thor- 
oughly for about three minutes with a 1:250 dilution 
of VAGISEC liquid. Remove excess fluid with cotton 
sponges. Dr. Davis recommends six office treatments, 
three the first week, two the second, and one the 
third. 


Home treatment. Patient inserts VAGISEC jelly each 
night and douches with VAGISEC liquid (2 tea- 
spoonfuls in 2 quarts of warm water) each morning 
except on office treatment days, through two men- 
strual periods. Continued douching two or three times 
a week helps to prevent re-infection. Pregnant women 
should have office treatments only. 


Summary. The unique synergistic action of three 
agents comprising VAGISEC liquid reaches and ex- 
plodes hidden as well as surface trichomonads. This 
therapy has a high rate of success and results in fewer 
flare-ups. VAGISEC jelly and liquid are non-toxic 
and non-irritating, and leave no messy discharge or 
stain. 


*VAGISEC is the trade-mark of Julius Schmid, Inc. tPat. App. for 


JULIUS SCHMID, inc. 


gynecological division 


423 West 55th Street New York 19, N. Y. 


Active ingredients: Polyoxyethylene nony! phenol, Sodium ethy- 
lene diamine tetra-acetate, Sodium dioctyl sulfosuccinate. In 
addition, VAGISEC jelly contains Boric acid, Alcohol 5% by 
weight. 


1. Davis, C. 8.: Am. Jour. Obst. & Gynec. 68:559 (Aug.) 1954. 
2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 
3. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 
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NOW — ACHLORHYDRIA FOR MOST ULCER PATIENTS 


Mebaral,® o herbituric acid derivative, is sedotive and 
antisposmodic. has o wide margir between sedative 

and hypnotic dose. Meboral calms without impciting efficieney, 
relaxes without drawsiness. Ideal sedation for ulcer patients 
in high gear who “can’t slow down.” Monodral 5 mg. 

with Meoboral 32 mg. (% tablets. 


1. MCKENNA, ROYAL VICTORIA HOSPITAL, 
MONTREAL, CAWADA. PERSONAL COMMUNICATION, 
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of 47 tests conducted among u patients. 
aver ese: bs Zero acid plus the erful antimotility action of Mo odra 
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bromide CAPLETS, 5 mg. 2.5 mg./ee. 
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Provides more 
than symptomatic 


relief 


in ANGINA 
PECTORIS 


and 


STATUS 
ANGINOSUS 


Pentoxylon 


LONG-ACTING TABLETS CONTAINING PENTAERYTHRITOL 
TETRANITRATE 10 MG. AND RAUWILOID® 1 MG. 


LABORATORIES, INC., wos ancetes, 


@ Reduces incidence and severity of 
attacks 


® Increases exercise tolerance 
Reduces tachycardia 


Reduces anxiety, allays 
apprehension 


@ Reduces nitroglycerin need 


@ Lowers blood pressure in hyper- 
tensives—not in normotensives 


@ Produces objective improvement 
demonstrable by ECG 


Dosage: One to two tablets q.i.d. 
before meals and on retiring. 
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as FROM PHYSI 1AN'S ALBUM OF PRESCRIPTION SUCCESSES 


Maximum safe 


even in severe pain... 


By the synergism of codeine phosphate 


7 with the ingredients of the Phenaphen 
formula, analgesic action is so en- 
hanced that even the pain of late can- 
cer is satisfactorily controlled in many 


eases. This maximum safe analgesia 


avoids the addiction hazard of mor- 


phine or of synthetic narcotics. 


A. H. Robins Co., Inc., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 


i 
q } 
4 
= © || 
} 
| 
‘ 
¥ 
— 
\ 


analgesia— 


Four 
analgesic potencies to 
meet individual requirements 


PHENAPHEN ® 

{basic non-narcotic formusa) 
Acetylsaficylic acid 162mg. (22 gr. 
Phenacetin 194 hg. (3 
Phenobarbital 16:2 mo. (4, 


Hyoscyamine sulfate 
0.031 mg, (1/2000 on) 
(Brown and white caprules) 


PHENAPHEN ® with 
CODEINE PHOSPHATE 
GR. {16.2 ng.) 
(PHENAPHEN NO, 2) 
(Black and yellow capsules) 


PHENAPHEN © with 
CODEINE PHOSPHATE 
GR. (32.4 mg.) 
(PHENAPHEN. NO, 3} 
(Black ‘Gnd green capsules) 


PHENAPHEN® with 
CODEINE PHOSPHATE — 
TGR. (64.8 mg.) 
(PHENAPHEN NO. 4) 
(Green ond white capsules) 
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FOR THE CHRONIC FATIGUE SYNDROME 


Donnatal Plus 


provides triple action 


es emotional n 


Controls cerebrogenic overactivation of autonomic 
centers by mild sedation. 


blocks parasympathetic over-stimulation 


Helps prevent hyperinsulinism and hypoglycemia, 
and protects alimentary tract from hypermotility. 


Provides important B-complex vitamins essential 
for normal carbohydrate metabolism. 


A. H. ROBINS CO., INC. + Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 


(Donnatal with B Complex) 


Each Tablet or 5 cc. teaspoonful of Elixir provides: 


Hyoscyamine sulfate ......0.1037 mg. Riboflavin 2.0 mg. 
Atropine sulfate ............0.0194 mg. Nicotinamide ...........:000 10.0 mg. 
Hyoscine hydrobromide 0.0065 mg. Pantothenic acid ..........-...0.« .2.0 mg. 


Phenobarbital (%4 gr.) ......16.2mg. Pyridoxine hydrochloride ....0.5 mg. 
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Acetazolamide Lederle 


This remarkable and versatile oral diuretic 

has proved its ability to control the body’s fluid 
balance—in cardiac edema, in glaucoma, in 
epilepsy. Now D1AmMox has been approved 

in still other conditions: 


/ PREMENSTRUAL TENSION 


Where fluid retention is a problem, a single 


daily dose beginning 5-10 days before 
menstruation markedly alleviates symptoms. 


OBESITY 


Without affecting appetite, DiAMox helps control 


the weight of the obese patient who tends 
to retain water. 


TOXEMIA and EDEMA of PREGNANCY 


Ap yAv / DIAMOxX serves as adjunctive therapy in the 


treatment of gross or occult edema in toxemia 
of pregnancy. 


DIAMOX tablets of 250 mg. 


in vials of 500 mg. 


LEDERLE LABORATORIES DIVISION amenrcan Cyanamid company PEARL RIVER, NEW YORK Lederle) 


U.S. PAT. OFF. 


¥ 
) 


E. coli (8,000X 


H. influenzae (16,000X) 


CO 


Bronchiect 


All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 


Strep. viridans (9,000X) 


D. pneumoniae (10,000X) 


Upjehn 
ELECTRON 
MICROGRAPHS 


Aerobacter aerogenes (12,500X) 


PANMYCIN: 
“oral suspension (PANMYCIN Readimixed 
mg. cc. drops * 100mg. 2 cc. inject 
00mz., 250 and 


“TRADEMARK, REG. U. 8. PAT. OFF.—THE UPJOHN BRAND OF TETRACYCLINE 
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; Staph. aureus (9,000X) 
Strep. pyogenes (8,500X) Po Strep. faecalis (10,000X) 
K. pneumoniae (6,500X) 
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Investigators: 


Flippin, H. F.,and Eisenberg,G.M.: 
Antimicrobial Therapy 

in Medical Practice, Philadelphia, 
F. A. Davis Co., 1955, p. 40. 
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data 


of Furadantin° 


brand of nitrofurantoin, Eaton 


Latest data on effectiveness of Furadantin 


Clinical studies have demonstrated rapid 
clinical response in cases of 
cystitis and pyelonephritis, 
including infections caused by 
refractory organisms. 


Trafton, H. M., et al. New 
England J. Med. 252: 383, 1955. 


13 acute cases ... 6 appeared cured... 
6 markedly improved with no relapses. 


36 chronic infections: 
30 showed symptomatic improvement, 
frequently within 24 hours. 


Beutner, E. H., et al.: 
Antibiotics Annual, 1954-1955, 
New York, Medical 
Encyclopedia, Inc., 1955, p. 988. 


30 chronic urinary tract infections: 
Of 47 strains of bacteria isolated 
from these patients, 29 strains (62%) 
were eradicated by Furadantin. 


Hasen, H. B., and Moore, T. D.: 


J.A.M.A. 155: 1470, 1954. 


THE JOURNAL 


Of patients with acute urinary tract 
infections, 95.7% were benefited. Patients with 
chronic infections and those with 

organic or obstructive lesions were 
benefited in 82% of cases. 


Dosage — average adult: four 100 mg. tablets daily, 1 tablet 
with each meal and 1 tablet on retiring, with food or milk. 


Furadantin tablets, 50 and 100 mg. in bottles of 25 and 100. 
Furadantin Oral Suspension (5 mg. per cc.), bottle of 4 fl.oz. 


(118 cc.). 


LABORATORIES 
NORWICH « NEW YORK 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl De PRODUCTS OF EATON RESEARCH 
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one billion doses 


AUREOMYCIN stands on its record! 


Lederle) LEDERLE LABORATORIES DIVISION amerrcan Cyanamid company PEARL RIVER, N. Y. 


TRADE-MARK 
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AUREOMYCIN has been in daily use for seven years. It has helped fight 
disease on every continent, in every climate. More than 8,000 medical 
papers have been written about it. Many thousands of physicians 
regularly prescribe it with knowing confidence. 


Of the many, many therapeutic agents, few have been so extensively 


used, so thoroughly proved as this broad-spectrum antibiotic. 


Chlortetracycline Lede 


dosage forms 


for every medical 


requirement 


Now available: 


AUREOMYCIN SF Capsules, 250 mg. 


For Patients with Prolonged Illness AUREOMYCIN SF combines effective 
antibiotic action with vitamin supplementation to shorten convalescence 
and hasten recovery. One capsule, q.i.d., supplies one gram of 
AUREOMYCIN and B complex, C and K vitamins in the Stress Formula 


suggested by the National Research Council. AUREOMYCIN SF Capsules 
are dry-filled and sealed, contain no oils or paste. 


. 


ORAL PENICILLIN: A CHALLENGE ANSWERED 


Through the years, the paradox of penicillin has 
been this—that while injectable forms have 
become the sheet anchor of antibiotic therapy, 
oral forms have all too often posed perplexing 
problems. 

How to ensure survival in gastric acid? How 
to get maximal absorption? How to increase the 
antibacterial effect? How, indeed, to realize the 
hope at the dawn of the penicillin era that the 
oral route might even merit selective preference? 


These have been the challenges. Out of them 
has come PEN-VEE-Oral—a remarkable inno- 
vation among oral penicillins. For PEN- VEE-Oral 
is penicillin V, 

a free acid—a penicillin with such special 


characteristics that it opens new horizons in oral 
penicillin therapy. 

Because PEN-VEE-Oral is acid-stable, it is 
almost entirely unaffected by gastric juices. 
Because it is completely soluble in alkaline 
media, it is readily and optimally absorbed as 
active penicillin in the duodenum. Clinical re- 
sults include prompt, high blood levels, maximal 
effect from the administered dose, a wide margin 
of toleration. 

For these striking advantages, acquaint your- 
self with PEN-VEE-Oral in your practice. 
Supplied: Tablets, 125 mg. (200,000 units) each, bottles 
of 36. Also available: BICILLIN®-Vee Tablets, 100 mg. 
(100,000 units) benzathine penicillin G and 62.5 mg. 
(100,000 units) penicillin V, bottles of 36. 


‘ 
J 
Penicillin V, Crystalline 
PHILADELPHIA, PA. 
| Phenoxymethyl Penicillin 
*Trademark 


> 


nly 


Pyelitis 


paratyphi B (6,500X) 


Strep. viridans (9,000X) 


All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 


Strep. pyogenes 18, 500K) Strep. faecalis (10,000X) 


Upjohn 


ELECTRON 
MICROGRAPHS 


"TRADEMARK, REG. U. 8. PAT. OFF.—THE UPJOHN BRAND OF TETRACYCLINE 


E. coli (8,000X) Aerobacter aerogenes ( 12,500X) Salmonella paratyph: A (8,000X) 
ir- 9 
Staph. aureus (9,000X) 
g 
1g. ¥ 
mg., 250 mg., and 500 mg. intravenous 
2 
= 
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Each 5-cc. 
teaspoonful of 
VI-DAYLIN 
contains: 

Vitamin A. .3000 U.S.P. Units 


@9 
Vitamin D... 800 U.S.P. 
(20 meg.) 


ne 
Hydrochloride... . 15 me 
Riboflavin. ......... 
Pyridoxine 
Hydrochloride. .... 0.5 me 
ic Acid........ mg. 
Vitamin Bus......... 


3 meg. 
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(Homogenized Mixture of Vitamins A, D, Bi, Bo, Be, Biz, © and Nicotinamide, Abbott) 


Naturally. It’s like golden honey, citrus 
fruit and lemon candy. And in every 
teaspoonful, he’s getting a full day’s 
supply of eight essential vitamins 
(including 3 mcg. of body-building By»). 
There’s no refrigeration, no pre-mixing 
with Vi-Dayiin. Mom just pours it 
in the spoon—or serves it in milk, 
cereals or juices. At all pharmacies 


in 90-ce., 8-fluidounce 
and thrifty pint bottles. Obbott 


for DROPS 


| 
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METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed Lincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 
(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 


Metandren® (methyltestosterone U.S.P. ciBa) 
Femandren® (methyltestosterone with ethinyl estradiol ciBa) 
Linguets® (tablets for mucosal absorption ciBa} 


C IBA Summit,N.J. 


MEDICAL HORIZONS Monday 
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one of the 
soundest 
general utility 
x-ray investments 
you can make 


diagnostic x-ray table 


get the story from your Picker representative. You'll find him under “Picker X-Ray” in the 
classified section of your local ‘phone book: or write us at 25 So. Broadway, White Plains, N.Y. _ 
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Therapeutically 


Unique 


Clinically 
Effective 


WS... 


**...cobalt is indicated in all cases in which the slowly re 
erating marrow requires a more forceful hematopoiet 
stimulus than is given by physiologic activators or a the 
peutically elevated iron level.” 


—Wolff, H.: Med. Monatsschr. 5:239 (April) 195 


“These studies show that oral cobalt therapy can stimul 
erythropoiesis...” 


—Gardner, F. H.: J. Lab. & Clin. Med. 41:56 (Jan.) 195 


“Cobalt seems to stimulate...the bone marrow which und 
goes progressive hyperplasia of all cellular elements with 
consequent discharge of erythrocytes into the circulation 

—Kato, K.: J. Pediat. 1/:385 (Sept.) 19> 


“In our series of cases, cobalt proved to be a powerful stin 
ulant to erythropoiesis... 


—Rohn, R. \: Bond, W. H., and Klotz, L. J.: 
J. Indiana State Med. Assn. 46:1253 (Dec.) 195 


‘‘Hematopoietic responses to therapy with cobalto 
chloride, which were observed in each patient, indicate th: 
cobaltous chloride produced an active stimulus to erythr 
poiesis....”” 

—Robinson, J. C., et al.: New England J. M. 240:749 (May) 1 


Roncovite has introduced a wholly new concept in the pi 
vention and treatment of anemia. It is based on the uniq 
hemopoietic stimulation produced only by cobalt. 


IN INFANCY—“The therapy used by us [Roncovite] w 
approximately equivalent in results to the transfusion of 1! 
pints of blood weekly in adults.” 


—Rohn, R. J.; Bond, W. H., and Klotz, L. J.: 
J. Indiana State Med. Assn. 46:1253 (Dec.) 195 


“Cobalt appears to be of value in the prevention of the ea 
anemia of premature infants, and if iron is administe 
simultaneously the risk of an iron deficiency anemia devel 
ing from the fourth month onwards is considerably reduced} 2"! 


—Coles, B. L., and James, U.: Archives of Dise: 
in Childhood. 29:85 (April) 1954. 


As compared with controls, 16 premature infants receivi: 
Roncovite Drops showed “‘significantly greater values in *! 
mean hemoglobin and hematocrit levels.. 

—Quilligan, J. J., Jr.: Texas St. J. Med. ‘50: 294 (May) | | 


IN PREGNANCY—...57 of the 58 patients (98.2 per ol 
maintained or improved their hemoglobin [with Roncovite]. 
—Holly, R. G.: Obstet. & Gynecol., 5:562 (April) 195 
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IN CHRONIC LOW-GRADE INFECTIONS—“Cobalt 
appears to be a valuable drug in the treatment of anemias 
secondary to chronic diseases.” 


—Weinsaft, P. P., and Bernstein, L. H. T.: Amer. J. 
Med. Sc., Vol. 229, (Sept.) 1955. 


“In all patients (chronic suppurative infection) a reticulocy- 
tosis was observed within 6 days. This was followed by 
increases in red-cell counts, in hemoglobin values, in blood 
volume and in total circulating hemoglobin.” 

—Robinson, J. C., et al.: New England J. M. 240:749 (May) 1949- 


IN INFANCY—“There were no toxic effects in any case.” 
—Coles, B. L.: Archives of Disease in Childhood, 30:150(April)1955. 


““None of them [infants] showed harmful effects despite the 
large doses.” 


—Quilligan, J. J., Jr.: Texas St. J. Med. 50:294 (May) 1954. 


IN PREGNANCY-—“No toxic manifestations associated 
with its use have been observed.” 
—Holly, R. G.: Obstet. & Gynecol. 5:562 (April) 1955. 


IN CHRONIC LOW-GRADE INFECTIONS—“With 60 
mg. (cobalt chloride) a day by mouth after meals neither 
ourselves nor our patients experienced untoward symptoms.” 

—Robinson, J. C., et al.: New England J. M. 240:749 (May) 1949. 


“In our hands, cobalt appeared to be a useful and valuable 
drug, well tolerated and devoid of undue toxicity.” 


—Weinsaft, P. P., and Bernstein, L. H. T.: Amer. J. 
Med. Sc., Vol. 229, (Sept.) 1955. 


AND .. . Thorough investigation has again verified the 
safety and lack of toxicity of Roncovite. Please refer to the 
four articles in the August 13, 1955 issue of the J.A.M.A. 
(Volume 158, No. 15) which fully document this convincing 
evidence. 


ONCOVITE-------------- 


ly reduced} °riginal, clinically proved, pure cobalt-iron product. 
SUPPLIED: RONCOVITE DROPS 


es of Dise 


its receivi! 
values in t! 


+(May) | 


8.2 per oa 
Loncovite]. 
(April) 195 


LLOYD 
BROTHERS, 
INC. 


Cincinnati 3, Ohio 


RONCOVITE TABLETS 

Each enteric coated, red tablet 

contains: 

Cobalt chloride 15 mg. 

Ferrous sulfate exsiccated 0.2 Gm 
Bottles of 100 


RONCOVITE-OB 

Each enteric coated red capsule- 

shaped tablet contains: 

Cobalt chloride 15 mg. 

Ferrous sulfate exsiccated 0.2 Gm 

Calcium lactate 0.9 Gm 

Vitamin D 250 units 
Bottles of 100 


Each 0.6 cc. (10 drops) wy 
Cobalt chloride mg. 
(Cobalt 9.9 mg.) 
Ferrous sulfate 75m 
Bottles of 15 cc. with calibeated’” 
dropper 


DOSAGE: 


One tablet after each meal and at 
bedtime. Children 1 year or over, 
0.6 cc. (10 drops); infants less than 
1 year, 0.3 cc. (5S drops) once daily 
diluted with water, milk, fruit or 
vegetable juice. 
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SECOND REPORT 


LECITHIN RESEARCH—AT THE BEND OF THE ROAD 


The Therapeutic Usefulness of Lecithin — a natural phospholipid 


Because lecithin, a natural, edible food constituent, is an excellent emulsifying agent its application 
in diseases characterized by disturbed fat absorption and metabolism is logical. Research has proved 
its value in facilitating intestinal absorption of fats and fat-soluble substances such as Vitamin A. 
For this reason it suggests itself as worthy of trial in treating underweight and steatorrheal dis- 
eases (sprue, celiac disease, etc.). 

Encouraging results were also achieved in the management of psoriasis, together with dietary and 
topical measures,® and in fatty livers.? In the treatment of diabetes, lecithin together with vitamin E 
has reduced insulin requirements in certain patients.® Research on its potentially useful role in the 
management of the more complicated forms of deranged lipid and cholesterol metabolism — as 
encountered in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis, dia- 
betes, etc. — is now being actively conducted. 

An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz container to 
maintain its purity and freshness and is available at your drugstore. 

Dosage: Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses. 
(3 teaspoonfuls equal 7.5 grams.) 

Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, in orange juice or other citrus juices, or sprinkled on cereal. 


Literature available on request. 


Bibliography: 1. Adlersberg, D., and Sobotka, H.: J. Nutrition 25:255 (March) 1943. « 2. Adlersberg, D., and others: 
Gastroenterology 10:822 (May) 1948. « 3. Adlersberg, D.: New York J. Med. 44:606 (March 15) 1944. e 4. Adlersberg, D., 
and others: Am. J. Digest. Dis. 16:333 (Sept.) 1949. « 5. Augur, V.; Rollman, H. S., and Deuel, H. J., Jr.: J. Nutrition 
33:1717 (Feb.) 1947. « 6. Gross, P., and Kesten, M. B.: New York J. Med. 50:2683 (Nov. 15) 1950. ¢ 7. Schettler, G.: 
Klin. Wehnschr. 30:627 (July) 1952. « 8. Dietrich, H. W.: South. M. J. 43:743 (Aug.) 1950. 


GLIDDEN RG* LECITHIN 


THE GLIDDEN COMPANY + CHEMURGY DIVISION 
1825 North Laramie Avenue, Chicago 39, Illinois 


‘Acute Pharyngi tis 


N. intracellularis (5,000X) 


K. pneumoniae (13,000X) 


All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad - spectrum 


H. influenzae (16,000X) c. diphtheriae 6, 00x) 


Upjohn 


ELECTRON 
MICROGRAPHS 


PANN MYCIN’ 


250 
oral Readimixed) 
100 meg. 2 ce. injectable, 
¢-/injection, intravenous 


#TRADEMARK. REG. U S. PAT OFF —THE UPJOHN BRAND OF TETRACYCLINE 


pels 

Strep. pyogenes (8,500X) Staph. aureus (9,000X) D. pneumoniae (10,000X) 
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and the 60-10-70 Basic Plan 


Correct medication is important in initiating control that leads to development 
of good eating habits, essential in maintaining normal weight.'?3 


Obedrin contains: 


+ Methamphetamine for its anorexigenic and mood-lifting effects. 
+ Pentobarbital as a corrective for any excitation that might occur. 
+ Vitamins B, and B, plus niacin for diet supplementation. 

« Ascorbic acid to aid in the mobilization of tissue fluids. 


Obedrin contains no artificial bulk, so the hazards of impaction are avoided. 
The 60-10-70 Basic Plan provides for a balanced food intake, with sufficient 


protein and roughage. 
Formula: 


Semoxydrine HCI (Methamphetamine HCl) 5 mg.; Pentobarbital 20 mg.; 
Ascorbic acid 100 mg.; Thiamine HC1 0.5 mg.; Riboflavin | mg.; Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. & Dig. Treat., §:778 (Oct.) 1954. 2. Sebrell, W.H., Jr.: J.A.M.A. 
152:42 (May) 1953. 3. Sherman, R.J.: Medical Times, 82:107 (Feb.) 1954. 


Write for 60-10-70 Menu pads, 


Weight Charts, and samples of Obedrin. THE S. FE. MASSENGILL COM PANY 


BRISTOL, TENNESSEE 


establishing 
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4 


QS as 

polling off a Lee 
eee Sleep comes in a natural, easy manner within 
one-half to one hour when you relax your patient with 
Noludar. Calm sleep for 6 to 7 hours is followed 
by clear-headed awakening. Habituation and typical 
barbiturate side effects are unlikely because Noludar 
is not a barbiturate. Available in 50-mg and 200-mg 
tablets, and in liquid form, 50 mg per teaspoonful. 
Noludar ® - brand of methyprylon 


q 


Hoffmann - La Roche Inc «+ WNutley « Nd. 


> - 


~ 


Down of course ... the fever, that is. Gantrisin was used 

to treat the bacterial infection. More and more doctors are 
using Gantrisin because this single, highly soluble sulfonamide 
produces high plasma and urine levels, has a wide antibacterial 
spectrum, and is well tolerated. 

Gantrisin® 'Roche' - brand of sulfisoxazole 


Hoffmann - La Roche Inc « WNutley «+ Nod. 
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Comprehensive Protection 


Patients with hepatic disorders should 
receive diets containing 100 to 140 grams 
of biologically complete protein together 
with whole vitamin B-complex and a 
balanced diet. Complete protein permits 
simultaneous utilization of the essential 
amino acids. Failure to provide the or- 
ganism with all the essential amino acids 
at the same time results in inability to 
synthesize protein, and makes positive 
nitrogen balance impossible. 

Brewers’ yeast—up to 50 grams daily 
—has been recommended '?*-* for liver 
disease because it enjoys an outstanding 
position in the protein-rich dietary. 

a. It provides a generous proportion of 
biologically complete protein—approxi- 
mately one-half of its weight. 

b. It is of remarkably high digesti- 


When you prescribe, be sure to specify 


VITA- F O O D’ Genuine Brewers’ Yeast 
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in Liver Disease 


VITA-FOOD 
PURE 
YEAST 


ine 

FOOD CO. 


bility—brewers’ yeast 100%, meat 80%, 
plant protein 40 to 60%’. 

c. Brewers’ yeast is the richest natural 
source of the vitamin B-complex, and in 
addition provides notable amounts of 
important minerals. 

d. It is a good source of the lipotropic 
factors. 

e. Brewers’ Yeast* contains Factor F 
and possesses a factor or factors having 
a vitamin E-like activity, both shown to 
be beneficial in liver disease’. 

* Shown therapeutically more effective 
and only type to contain Factor F'. 


1. Patek, A.J. Jr., Proc. Soc. Exp. Biol. & Med. 37 :329 
(1937) 2. Pollack, H. & S. L. Halpern, Therapeutic 
Nutrition, Pub. 234:57, Wash., National Research 
Council, 1952. 3. Conn, H. F., Current Therapy, 194, 
Pa., W. B. Saunders Co. (1955) 4. Schwartz, K.: 
Ann. N.Y. Acad. Sciences 57:878, 1954 5. Rosell, 
J. M.: Ion Madrid 2:441, 1942. 
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MICTINE*—THE NEW ORAL DIURETIC 


Searle MICTINE Provides Effective 
Oral, Non-Mercurial Diuresis 


The result of many years of research, Mic- 
tine, brand of aminometramide, supplies a 
long-felt need for an improved oral diuretic. 
Mictine, 1-allyl-3-ethyl-6-aminotetrahy- 
dropyrimidinedione, is not a mercurial, xan- 
thine or sulfonamide. 


Effectiveness: Every method for measuring 
the diuretic effect in man now available, 


Mictine is believed to act by the selective inhibition of the reabsorption of sodium 
ions. Thus, the resulting diuresis is characterized by increased quantities of sodium 


ions and water. 


including precise human bioassay studies, 
without exception demonstrated that Mic- 
tine is an effective oral diuretic, and these 
studies show that approximately 70 per cent 
of unselected edematous patients treated 
with Mictine by mouth respond with a sat- 
isfactory diuresis. 


Well-Tolerated: There are no known con- 
traindications to Mictine, even in the pres- 
ence of hepatic or renal damage, and there 


is no risk of acidosis. On high dosage, 
Mictine causes some side effects in some 
patients but on three tablets daily these side 
effects (anorexia and nausea, rarely vomiting, 
diarrhea or headache) are minimal or absent. 


Indications: Mictine is useful primarily in 

the maintenance of an edema-free state 

and in the initial and continuing control of 
patients in mild con- 
gestive failure. Mictine 
may be used also for 
initial and continuing 
diuresis in more severe 
congestive states, 
particularly when mer- 
curial diuretics are 
contraindicated. 


Administration: The 
usual dosage for the 
average patient is one 
to four tablets daily 
with meals, in divided 
doses on an interrupted schedule. An inter- 
rupted dosage schedule may be accom- 
plished by giving the drug on alternate days 
or for three consecutive days and then omit- 
ting it for four days. 

For severe congestive states the dosage is 
four to six tablets daily with meals, in di- 
vided doses on interrupted schedules similar 
to those already mentioned. 


Supplied: Uncoated tablets of 200 mg. 
*Trademark of G. D. Searle & Co. 
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most potent anti-arthritic 
to times more potent than hydrocortisone or cortisone 
notably free of major hormonal side effects such as edema due 
_ to sodium and water retention, hypopotassemia, and hypertension 
preliminary findings,’ based on the measuring of pitu ACTH 
«suppression potency of various corticoids, appear to indicate that 
STERANE is 20% more potent than the cortisone anaiog, prec 
white, | 1. P.H., et al.: Paper presented at First Internat. Conf. 
Scored 5 mg: tablets Prednisone and Prednisolone, New York, N. Y., May 31-June 1, 1955. 
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PORTRAIT OF A POOR APPETITE... 


When a mealtime masterpiece like this is part of your clinical picture, 


ROPH ITE" 


to stimulate appetite and promote growth, 


Each tablet or teaspoonful (5 cc.) provides: 25 mcg. By; 10 mg. By 


%T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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to 
supplement 


a carefully formulated 
spasmodic—for 
which frequently i 
Eoch HASAMAL tak 
Phenobarbital . 


(WARNING: May be hibit 


Of the pain and anxiety 
fleré with smooth recovery 


Acetylsalicylic Acid 2.5 

Acetophenetidin. . 5 mg. (20% 

Hyoscine Hydrobromide............ .0.0011 mg 
— Hyoscyamine Hydrobromide.......... 0.0325 mg. 


when severe pain demands 
more potent measures... 


Lf HASACODE’ 


providing the actions of HasaMAL plus codeine. 
Available in two codeine strengths — '4 gr. 
(HASACODE) and 4% gt. (HASACODE “sTRONG’). 


SurpuED: HASAMAL — bottles of 100, 500, and 
1900 tablets; wasacope and HASACODE 
“strone” —hbottles of 100 aid 500 tablets. 


RLES C. HASKELL & CO., 
RICHMOND VIRGINIA 


A 
— 
encourages 4 
4 
“16,2 mg. ( gr. Fi 
' 


- 


“reduces swelling. 


‘and inflammation 


‘supplied: in 
Bottles of 20 and 10¢ 


notably free of major hormonal side effects such as edema due 
_ sodium and water retention, hypopotassemia, and hypertension 
seldom requires low-sodium diets or potassium supplements. 
preliminary findings,' based on the measuring of pituitary ACTH 
Suppression potency of various corticoids, appear to indicate that = 
 STERANE is 20% more potent than the cortisone analog, prednisone 
‘orsham, P.H., et al.. Paper presented at First Internat. Conf: on 
| PFIZER LABORATORIES Division, Cha: . Phizer & Co., Inc. Brooklyn 6, New York 
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for: va ricese vein 


es itching, pain, edema . promotes healing 
ulcers + valuable pre- and postoperative adjunct 


le adenylic acid therapy with My-B-Den re- 
signs and symptoms of the complications o 


Dosage: Sustained-Action My-B-Den 20 mg. 
intramuscularly daily for three days, then 
s weekly as needed. Preferred site of 


is upper outer quadrant of buttock. 


Supplied: Sustained-Action My-B-Den (in gelatine : 


solution): 10 cc. multiple dose vials, 20 mg. ‘cc. and 

100 mg. Also available—My-B-Den: Aqueous 

Solution, in 1 cc. ampuls, 20 mg. cc. and 100 
; Sublingual Tablets 20 mg. 


References: (1) Lawrence, E. D.; Doktor, D., ‘and Sall, J-: 
“Angiology 2:405, 1951. (2) Sottine: AL; ; Boller, R ., and Pratt, « 


Angiology 1:194, 1950. (3) Boller, R.; Rottino, AL 


Eciod Pratt, G. H.: Angiology 3:260, 1952. (4) Pratt, G. H.: 
'S. Clin. North America 33:1229, 1953. (5) Susinno, A. M., 
mand Verdon, R. E.2 J.A.M.A. 154:239 (Jan. 16) 1954. (6) 

Melner, L., and Waldman, S.: New York J. Med. 52:1774— 
Biuly 15) 1952. (7) Rottino, A.: Journal Lancet 71:237, 1951. 
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SULFASUXIDINE® — NEOMYCIN SUSPENSION WITH PECTIN AND KAOLIN 


Fruit flavor tastes good. 


In diarrhea—whether specific or nonspecific—prompt 

. relief is assured with CREMOMYCIN. ‘Sulfasuxidine’ 
and ‘neomycin have a wide range of effectiveness— 
their combined action is complete and prompt, and 
they are virtually nontoxic. 

In addition to the antibacterial.components, kao- 
lin and pectin in CREMOMYCIN provide adsorbent 
and detoxicant action, soothe inflamed intestinal 
mucosa. The fine subdivision of all ingredients in 
CREMOMYCIN increases its efficacy. 


new—for prompt diarrhea control, quick return to work 
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Cremomycin. 


MAJOR ADVANTAGES: Combines ‘Sulfasuxidine’ with neomycin for broader 
antibacterial action. Pectin and kaolin have soothing, detoxifying properties. 


Each fl. 0z. (30 cc.) of CREMOMYCIN contains 3.0 Gm. 
‘Sulfasuxidine,’ 300 mg. neomycin sulfate, 0.3 Gm. 
pectin and 3.0 Gm. kaolin. Supplied in 8 oz. bottles. 


DIVISION OF MERCK & CO., INc., Philadelphia 1, Pa. 
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YOUR PATIENTS WIT 4 Irritable bowel syndrome 


Galibladder dystunction 


<SORBIL Capsules will permit the inclusion of suitable 
iry and vegetable fats in the pat.ent’s diet. 


JLYSORBATE 80 MAKES DIFFERENCE 


well balanced choleretic, cholagecic formula comes in two forms. 


XSORBIL PB. KOXSORBIL- 
contains phenobarbital and Plain 
oelladonna 
for patients also 
requiring spasmolysis 
and sedation) 


IVES-CAMERON 
COMPANY 


‘ Bottles of 100 capsules 
Philadelphia 2, Pa. i 


Literature on request 


CAPSULES 


to help relieve the annoying symptoms 
associated with allergic colds 


For sneeze or wheeze. 


In viais of 12 Capsules 


\ combination of four effective ingredients for the _ymptomatic 
slief of allergic congestion, hypersecretion and th» headaches 
sociated with allergic colds. 


EACH INGREDIENT SELECTED* 
yrilamine Maleate, 25 mg., an antihistamine o' Sigh potency, 
yet low incidence of ide reactions. 
hedrine Sulfate, /e gr., to fortify the antihistaminic action and 
counteract any possibls drowsiness. 
‘ropine Sulfate, '/sco gr., to help dry up excessiv» secretions 
and relax smooth mu:cle spasm. 
RHINOPTO COMPANY alicylamide, 2'2 gr., prolonged, effective, bette: tolerated 


analgesic and antipyretic action. 
nufacturers of 
RHINALL NOSE DROPS 


AT A PRICE ALL PATIENTS 
CAN AFFORD 


Specialties for the Profession SAMPLES ON QUES: 
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Trasentine’- Phenobarbital 


* Inhibits Parasympathetic Activity 
Relaxes Smooth Muscle Directly 


* Exerts Local Anesthetic Effect 
on G-I Mucosa 


© Sedates the Patient 


Without Atropine Side Effects 


Each tablet contains 50 mg. 
Trasentine hydrochloride and 20 mg. 
phenobarbital. 

Also available: Trasentine 
hydrochloride Tablets, 75 mg. 


Trasentine® hydrochloride 
(adiphenine hydrochloride CIBA) 


C 1 BA Summit, N. J. 


MEDICAL HORIZONS Moncey eM. 
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@e a musculotropic drug 
to relieve intrinsic muscle 
spasm within the muscle cell 


a neurotropic drug 
to relieve acetylcholine spasm 
from excessive activity of 
the parasympathetic nervous 
system 


@ «a sedative drug 

to relieve the causative or 
resultant nerve-tension and 
irritability 


NOBARBITA 


Vhiphenamil HCl 


Spasm may exist within the mu 
cholinergic drugs. But when neuy 
activity of the parasympathetic 
origin of spasm often is tensi 
nervous system. 


scle cells and be resistant to anti- 
ogenic and resulting from excessive 
nervous system, the fundamental 
on and irritability of the central 


Trocinate with phenobarbital 
three-way action. Trocinate e 
neurotropic effects, as proved | 
Clinically, Trocinate has bee 
modic in spastic colitis%.+ 
ulcer, pylorospasm,’ gastro 
and in spasms of the bladder 
(1 grain) with phenobarbita 
day. Trocinate (1)4 grains) 
more intensive antispasmod, 


elieves spasm by a comprehensive, 
ferts both strong musculotropic and 
extensive pharmacologic studies.!,? 
1 stated to be an effective antispas- 
and in biliary dyskinesia,’ peptic 
nteritis,4 gastrointestinal irritability,‘ 
nd ureter.2 Average dosage of Trocinate 
(4 grain) is one tablet, four times a 
is also issued without phenobarbital for 
c therapy. 


1. J. Pharm. & Exp. Ther., 89:131 
2. J. Urology, 73:487 

3. J. Mo. Med. Assoc., 48:135 

4. Med. Rec. & Annals, 43:1104 


. 


Poythress & Co., Inc. 


RICHMOND 17, VIRGINIA 


er 


+ 
J 
) 
4 
Ss 
*brand of 
\ 


direct control and quic< relief 


* antipruritic effec often in a few minutes 
¢ inhibits sweating. .dries oozing lesions 
* promotes more rapid healing 


valuable in contact and poi*»n ivy dermatitis, weeping dermatoses, 
atopic eczema, dyshidrotic eczema, neurodermatitis and localized 


Prantac® Methylsulfate Cream, ecor mical 50 Gm. tube, each gram containing 


aggravated by sweating, 


itching, scratching ? 


marked by weeping lesions? 


PL-J-5t 


PRANTAL 
CREAM 
2% 


hering Corporatio: 
NEW JERSEY 


first. 
hyperhidrosis. 
20 mg. of diphemanil met 


brand of oxytetracycline and hydr=cortisone 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New 


topical ointment 


supplied: in '4-0z. tubes; 3% oxytetracycline 
(TerraMycin®) and 1% hydrocortisone, free 
TRIL®) in a specially formulated, easily applied 
also available: Cortrit Topical Ointment} 
Tablets. 


hydrochloride 


)intment base. 


ork 


ilcohol (Cor- 


and CoRTRIL 


*Trademark 


e e e 
- 
hi 


H. influenzes (16,000 X) 


Upjoan 


ELECTRON 


= 


MICROGRAPHS 


All of them are 
included in 
the more than 
30 organisms 
susceptible to 
drops 100mg. 2 cc injection, 
500 me vials, intravenous: 


REG. U.S. PAT. OFF. THE UPJOHN BRAND OF TETRACYCLINE 


Str. pyogenes (8,500 X) Staph. aureus (9,000 X) 1D. pneun: mniae (10.000 X) 
“i K. pneumoniae (13,000 X) 
— 
3 : 
4 
4 
fi H. pertussis (7,500 X) 
q 
| \ 
4 
\ 
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STECLIN-MYCOSTATIN 
SQUIBB TETRACYCLINE-NYSTATIN 


WELL TOLERATED BROAD SPECTRUM ANTIBACTERIAL THERAPY PLUS ANTIFUNGAL PROPHYLAXIS 


SQuiss 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 


EFFECTIVE IN MANY COMMON INFECTIONS — oe 


Because it contains Steclin (Squibb Tetracycline), MYSTECLIN is 
an effective therapeutic agent for most bacterial infections. 
When caused by tetracycline-susceptible organisms, the follow- 
ing infections are a few of those which can be expected to re- 
spond to MYSTECLIN therapy: 


bronchitis gonorrhea osteomyelitis pyelonephritis 
colitis lymphadenitis _ otitis media sinusitis 
furunculosis meningitis pneumonia tonsillitis 


MYSTECLIN is also indicated in certain viral infections and in amebic 
dysentery. 


BROAD SPECTRUM ANTIBIOTIC THERAPY, 


WITH A MINIMUM OF SIDE EFFECTS ~ 


In clinical use, Steclin has produced an extremely low incidence 
of the gastrointestinal distress sometimes observed with other 
broad spectrum antibiotics. Mycostatin (Squibb Nystatin), as 
contained in MYSTECLIN, is also a particularly well tolerated 
antibiotic and has produced no allergic reactions, even after 
prolonged administration. 


BROAD SPECTRUM ANTIBIOTIC THERAPY, ' 


WITHOUT THE DANGER OF MONILIAL OVERGROWTH oe 


Because it contains Mycostatin, the first safe antifungal 
antibiotic, MYSTECLIN effectively prevents the overgrowth of 
Candida albicans (monilia) frequently associated with the 
administration of ordinary broad spectrum antibiotics. This 
overgrowth may sometimes cause gastrointestinal distress, anal 
pruritus, vaginitis, and thrush; on occasion, it may have serious 
and even fatal consequences. 


Each MYSTECLIN capsule contains 250 mg. Steclin 
Hydrochloride and 250,000 units Mycostatin. 


Minimum adult dose: 1 capsule q.i.d. 
Supply: Bottles of 12 and 100. 


*MYSTECLIN’, “STECLIN’ AND *MYCOSTATIN'® ARE SQUIBB TRADEMARKS 
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‘corbie 
SAGE 


NOW- errective STEROID HORMONE 
THERAPY OF RHEUMATIC AFFECTIONS 
WITH GREATER SAFETY AND ECONOMY 


Clinical evidence 
indicates that, in 
Pabalate-HC, the 
synergistic antirheu- 
matoid effects of 


hydrocortisone, 
salicylate, para-amin benzoate, and ascor- 
bic acid achieve satist \xctory remission of 


symptoms in up to 85% of\ .ases studied 
—with a much higher d 


—even when therapy is ma 


long periods 
~—at significant economy for the aie 
AVAILABLE 
Each tablet of Pabalate-HC contains 
mg. of hydrocortisone — 50% more potent ~ PRESCRIPTION 


than cortisone, yet not more toxic. 


A. H. ROBINS CO., INC. RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


1 
: 
— 
N 
‘draggstisone (alcohol)... 2.5 
vossid® para-aminobenzoate. 0.3 Gm. 
‘eorbie 50.0 mg. 
| 
SAGE. tablets four times daily. 
on request. 
NOW 
Ey 
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_panthoderm 


stimulates 
‘ 
\ 


THIS /IS 


The original alseroxylon fraction 
of India-grown Rauwolfia 
serpentina, Benth. 


All the hypotensive alkaloids of Rauwolfia—not mereiy 
a single isolated substance 


Free from the dross of the wnole root 
Gently antihypertensive 
Tranquilizing 

Bradycrotic 

Free from undesirable side actions 
Single daily dose 


DOSAGE: Merely two 2 mg. tablets at bed- 
time. After full effect 1 tablet usually 
suffices. Available in bottles of 60, an 
average month's supply. 


Riker 


FIRST THOUGHT IN 
HYPERTENSION 


LOS ANGELES 


y 
| | 
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The “office-ideal” local anesthetic 


BLOCKAIN 


Propoxycaine Hydrochloride 


TRADEMARK OF GEORGE A, BREON & COMPANY 


Supplied: 0.5%, 5 mg. BLOCKAIN per cc., vials of 30 cc. $2.00 per vial. 


PROOF 
AT NO COST send me postpaid 1 vial NAME (PLEASE PRINT) M.D. 
with this order for 6 vials. Bill me 
later. However, I may return the KDDRESS 


6 unused vials for cash refund if 
not completely satisfied. 


CITY ZONE STATE 


GEORGE A. BREON & CO., 152 PETERS ST. S.W., ATLANTA 3, GEORGIA 


First choice for nerve block and infiltration anesthesia 
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“maximum therapeutic efficiency 
at a minimum risk to the patient...”' 


High urine solubility at 
common clinical pH values 


Sulfa’ 
mg./100 cc. 
400 + a 
bed 
SULFISOXAZOLE 
300. FREE SACETYL 
TRIPLE 


100 }- 


ACETYL FREE 


pH 


=e ? SAFE ZONE 
a 
DANGER ZONE 
5.0 35 6.0 6.5 7.0 


A triple sulfa’ has better solubility at the 
acidic reactions of urine in many 
patients.' (Chart adapted). 


Sulfa’ High blood levels’ 
mg./100 cc. 
15.0 : 51 PATIENTS 
TRIPLE SULFA’ 
10.0 
SULFISOXAZOLE 
10 PATIENTS 


DAYS 1 


Brand ule eth-dia-mer sulfonamides 


TRIPLE SULFONAMIDE TABLETS 


Triple sulfonamide mixtures such as Tripazine are 
“preparations of choice” for treatment of 
sulfonamide-sensitive infections. “High blood levels and 
excellent tissue diffusion can thus be combined with a 
few sensitization reactions and reliable protection 

of the kidney.””? 


Tripazine is highly useful in 


@ Systemic or localized infections, particularly those caused by 
hemolytic streptococci (Lancefield’s Group A) « 
pneumococci « micrococci (staph.) « meningococci « 
Klebsiella pneumoniae e Hemophilus influenzae e 
Neisseria gonorrhoeae 


@ in such diseases as 


nonviral pneumonia ¢ bacillary dysentery * urinary tract 
infections * meningococcic bacteremia and meningitis ¢ 
gonococcic urethritis * and in conjunction with an 
antibiotic in actinomycosis and gas gangrene 


@ for prophylaxis of 
rheumatic fever e« meningococcal and streptococcal 
infections e bacillary dysentery during epidemics 


Each scored, gray Tripazine tablet supplies the closely 
related sulfonamides: ‘sulfadiazine, sulfamerazine, 
sulfamethazine, 0.167 Gm. each. 


0.5 Gm. tablets, in bottles of 100 and 1000. 
D.: Present Status of Sulfonamide Therapy, Mod. Med. 


| 


A triple sulfa’produced blood levels twice 


high as those of the same dose of 


sulfisoxazole (6 Gm. per day).' (Chart 
adapted). 


23: (Jan. 15) 1955 
*Trademark 


EATON LABORATORIES 
NORWICH - 


NEW YORK 
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‘Tve sold a good many cars, and I 
expect to be selling for years to come !” 


“Old age”’ is getting harder to define. Some of today’s 
working men and women can claim 40, 50, or even 
more years of experience in their fields—and they're 
still not ready to retire! To help keep such vigorous 


folks fit and on the go, many doctors prescribe 


GEVRAL, a potent dietary supplement prepared spe- 


cially for geriatric use. 


Lederle 


Each GEVRAL capsule contains: 
Vitamin A 5000 U.S.P. Units 
Vitamin D 500 U.S.P. Units 


Vitamin Biz ‘ ‘ 1 megm. 
Thiamine Mononitrate (B:) . § meg. 
Riboflavin (B2) ; 5 mg. 
Niacinamide 15 mg. 
Folie Acid. 1 mg. 
Pyridoxine HC! (Be) 0.5 mg. 
Ca Pantothenate.... 


Choline Dihydrogen Citrate 100 mg. 
Ascorbie Acid (C). 50 mg. 
Vitamin E.... 10 1. U. 
(as tocophery! acetates) 
25 mg. 
Purified Intrinsic 
Factor Concentrate 0.5 mg. 
Iron (as FeSOs). 10 mg. 


Gevral 


Geriatric Vitamin-Mineral Supplement Lederle 


LEDERLE LABORATORIES DIVISION amerrcan Cyanamid company Pearl River, New York 


Calcium (as CaHPOs,)...... 145 mg. 
Phosphorus (as CaHPOs).... 110 mg. 
Boron (as Na2Bs07.10H20)... 0.1 mg. 
Copper (as CuO).... 1 mg. 
Fluorine (as CaF2). . 0.1 mg. 
Manganese (as MnO2)..... 1 mg. 
Magnesium (as MgO).... 1 mg. 
Potassium (as K2S80,4)........ 5 meg. 


Other Lederle geriatric products include: GevraBon* Vitamin-Mineral Supplement Liquid with a wine flavor: Gevrat* Protein Vitamin-Mineral- 
Protein Supplement Powder; and Gevaine* Vitamin-Mineral-Hormone Capsules. 


PEG. U. S. PAT. OFF 
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Question: Why do so many radiologists use 
Blue Brand Film in bone studies? 


Answer: Blue Brand’s characteristic consistency helps to assure 
the quality of information necessary for the accurate 
correlation and interpretation of changes which occur 
during the course of a disease. This uniformity of 
response is particularly important in complicated, 
slow-healing cases. 


Order from your x-ray dealer 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


: 
4 
Kodak 
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for diarrhea.. 


LACTINE 


LACTINEX GRANULES and LACTINEX TABLETS 
contain a standardized viable mixed culture of Lactobacilli 
acidophilus and bulgaricus with the naturally-occurring 
metabolic enzymes produced by these organisms. 


LACTINEX TABLETS—A clinically proven treat- 


ment for gastrointestinal disturbances, including diarrhea!:? 
(antibiotic induced and others) in infants and adults. 


LACTINEX GRANULES—An especially designed 
dosage form (served on cereal, food or with milk) of this 
effective product for the pediatric and geriatric patient. 


Dosage: Three or four tablets or one packet, three or 
four times a day. 


Supplied—tablets in bottles of fifty—granules in 
boxes of twelve, one gram packets. 


1. Siver, Robert H.: Current Medical Digest, Vol. XXI, 
No. 9, September 1954. 
2. McGivney, John: Texas State Journal of Medicine, Vol. 


51, No. 1, January 1955. <p> 
aya! 
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Arthrogryposis Multiplex Congenita: 


Review of F ifty-four Cases* 
k HIRAM KITE, M.D., Atlanta, Ga. 


The author has had an unusual experience with a rare disease of unknown etiology. Correction 


of deformities lies in the orthopedic field. 


CONGENITAL LIMITATION of motion in several 
joints, accompanied by one or more congen- 
ital deformities, is a rare condition which pre- 
sents a fairly typical syndrome. It has been 
described under several names. The term 
“arthrogryposis multiplex congenita” is se- 
lected here because it is the name most fa- 
miliar to American orthopedists. 

Most of the reports have been based on a 
few cases, so that no conclusions could be 
drawn as to the factors which might play 
a part in the production of this condition. 
We would like to know the sex dominance, 
whether it is hereditary; whether it is the 
product of very young parents or a product of 
exhaustion; whether it is genetically produced; 
or whether maternal infection or some intra- 
uterine factor might be a causative agent. 

This report is thought to be timely because 
of the increased frequency of this condition 
in my practice during this present year, and 
because 54 cases treated personally are avail- 
able for study. Care has been taken to ex- 
clude questionable cases with only one or 
two stiff joints. 


History 


Congenital myodystrophy was first described 
by Otto in 1841. Rosenkranz wrote on club- 
hand and contractures of the upper extremi- 
ties in 1905. The most comprehensive paper 
on this condition was written by Rocher in 
1913, based on 4 personal cases and 26 col- 
lected from the literature. He called it “mul- 
tiple congenital articular rigidities,” a name 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 


first given to this condition by Nove- 
Josserand. Stern,! in 1923, summarized four 
cases that had been under his care and gave 
the condition the name “arthrogryposis mul- 
tiplex congenita.” Lewin? two years later re- 
corded two cases and used this same name for 
the condition. Sheldon in 1932 reviewed the 
literature and reported four cases. Middle- 
ton* in 1934 wrote on the prenatal lesions of 
striated muscles and added much to the 
knowledge of this condition, reporting six 
cases. Bechtol and Mossman® reported their 
studies on two embryos with clubfoot, one of 
which was an arthrogrypotic. Hillman and 
Johnson® reported two sets of identical twins 
in which one child of each set had classical 
arthrogryposis, while the other twin was en- 
tirely normal. Badgley? offered a new con- 
cept. He believes it is the result of a neuro- 
vascular abnormality. 


Nomenclature 


Sheldon objects to the name “arthrogryposis 
multiplex congenita” because it is a mixture 
of Latin and Greek, and that it has little to 
commend it. Arthrogryposis means a bent 
or crooked joint, but in some of these cases 
the affected joint is persistently straight and 
cannot be bent. He says the name also sug- 
gests that the condition is one primarily of 
deformed joints, and that it does not indicate 
the important changes in the muscles. The 
name “multiple congenital articular rigidity” 
used by Nove-Josserand, Rocher, and Scarlini, 
summarizes the principal clinical features by 
which the condition may be recognized, but 
gives no indication of the important changes 
in the muscles. In the belief that the initial 
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FIG. 1 


lesion is a primary aplasia or hypoplasia of 
certain muscle groups, Sheldon recommends 
the name “amyoplasia congenital.” Potel 
thought that the contracture resulted from an 
abiotrophy of the developing muscle fibers. 
Middleton, after a study of the muscles in 
affected children and in similarily affected 
lambs concluded that we were dealing with 
the cessation of development of muscle fibers 
at the myoblastic stage, such as is seen in high 
shoulder, and that the fatty change in the 
affected muscles resulted from a fat replace- 
ment of persisting embryonic muscle tissue. 
He recommends the name “myodystrophia 
foetalis deformans.” 


Etiology 


Speculation as to the etiology has been in- 
triguing, since no theory has been advanced 
which is acceptable. For every effect there 
must be a cause. Rocher believed that com- 
pression of the limbs in utero was the cause. 


(A) 1.M., a7 year old, arthrogrypotic girl had very severe 
congenital flat-feet, congenital dislocation of the left hip, 
dislocation of the head of the right radius, scoliosis, and 


stiff fingers. (B) Hands at age 36. This is mother of child 
shown in figure 2. 


Stern believed that the basic pathologic factor 
was the thickening of periarticular structures, 
possibly secondary to intra-uterine joint in- 
flammation. Roberts reports a_ strikingly 
similar disease in sheep which is carried by 
a recessive gene, thus opening the discussion 
as to whether the condition was hereditary in 
man. Middleton’s dissections led him to con- 
clude that “the deformity results from a fatty 
degeneration of the limb-muscles occurring 
during intra-uterine life.’”” Sheldon says it is 
an aplasia rather than a dystrophy. Badgley 
believes it is the result of a vascular fault or 
neurovascular abnormality. We still do not 
know what causes the degeneration or aplasia 
or the late arrival of the neurovascular sup- 
ply to the limb-bud. 

It is thought by some that hydramnios plays 
a part in producing this condition. Middle- 
ton says, “In ewes, hydramnios is the rule 
where a deformed lamb is harboured, and 
shepherds working with experimental herds 
can frequently fortell by the increased size 
of the abdomen which ewes are likely to cast 
lambs with this deformity.” In this series, 13 
or one-fourth of the babies show large dim- 
ples or scars over elbows, trochanters, knees 
and other exposed bony prominences, which 
would be more suggestive of an oligoamnios. 


Heredity 


Several of the writers say that this condi- 
tion is not hereditary. This cannot be de- 
termined when they report two to six cases. 
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ARTHROGRYPOSIS MULTIPLEX CONGENITA—Kite 


FIG. 2 


In favor of the genetic theory in this series are 
the three arthrogrypotics who have arth- 
rogrypotic children. In two cases the mother 
was the arthrogrypotic and in one the father. 
One mother (Fig. 1) whom I had treated 
years before as a child for clubbed hands and 
extreme flat-feet, gave birth to a son (Fig. 2) 
with stiff joints, clubbed hands and one club- 
foot and one foot extremely flat. Another 
mother with moderately severe arthrogryposis 
had a daughter with stiff joints and similar 
deformities. One father, a lawyer with deform- 
ity of hands and clubfeet, had a son with 
the same deformity of the hands and very 
severe clubfeet. 

In six cases or 11 per cent there were an- 
cestors with deformities. One arthrogrypotic 
child had an uncle whom I had treated for 
bilateral clubfeet. There was also a great 
uncle with clubfeet. One girl with bilateral 
metatarsus varus deformities, had a grand- 
mother with the “severe type” of metatarsus 
varus, and five first cousins whom I had treat- 
ed for the same “severe type” of metatarsus 
varus. The sixth child’s mother was club- 


footed and gave a history of deformity of the 
hands for four generations. 

Another interesting finding is that of a 
family whose father is a captain in the regu- 
lar army, with no deformities on either side 

The 
They 


of the family for several generations. 
father and mother were first cousins. 


(A) O.G., the 5 week old, arthrogrypotic son of the arthro- 


grypotic mother shown in figure 1. The joints were. stiff 
with a clubfoot type of deformity on the right side and ex- 
treme congenital flatfoot deformity on the left like deformity 
of mother’s feet. (B) Hands show stiff contracted fingers 
like mother’s hands. Deformities of hands and feet have 
both been successfully corrected. The patient is now 13 
years old. 


have a son and a daughter, and both are ar- 
throgrypotic. 

Against the Genetic Theory. Hillman and 
Johnson, as mentioned above reported two 
sets of identical twins in which one child of 
each set was normal and the other arthrogry- 
potic. They say that the disease in these 
instances could not have been genetically 
produced, since there is no deformity in the 
monozygotic twin. Doubt is expressed wheth- 
er maternal infection or intra-uterine en- 
vironment could affect one child and not the 
other. 

In this series there were three sets of twins, 
and in each case the twin was normal, while 
the one treated was a typical arthrogrypotic. 
One girl had a normal brother. One boy had 
a normal brother. In the third set, the twins 
were identical. Dr. Peter Hydrick, the obste- 
trician, says they were not only of the same 
sex, but that there was a common amnion and 
chorion and that examination revealed a 
common placenta, which means identical rath- 
er than fraternal twins. 


Birth and Development 


Another question which might be asked was 
whether the order of birth might have some 
influence on these children. This was stated 
in 50 of the 54 children in my series. In 17 
cases, or one-third of the series, the arthro- 
grypotic baby was the first child born. It 
was the second child in 10 cases, the third in 
7 cases, the fourth child in 2 cases, the fifth in 
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4 cases, the sixth in 3 cases, the seventh child 
in 2 cases, the eighth in 3 cases, the ninth in 1 
case, and the tenth in 1 case. Arthrogryposis 
is certainly not a product of exhaustion. In 
many cases there were no more pregnancies 
after the birth of the arthrogrypotic child. 


Twenty-six of these 54 cases were said to 
have been full term babies. Ten were pre- 
mature, and in 18 there was no statement. 
Seven were breech presentations; one was 
born by a cesarean section, and one by a dif- 
ficult labor. No statement was made in 43 
cases. The smallest baby to survive weighed 
3 pounds 13 ounces. Nineteen babies weighed 
less than 7 pounds. The average weight for 
these was 5.7 pounds. 

Many of the mothers volunteered the in- 
formation that movement began at the usual 
time, but that it was much less than with the 
other babies, and that there was very little 
movement toward the end of pregnancy. They 
told their doctor that the baby would not be 
normal. Two mothers said they never took the 
trouble to prepare clothes for the expected 
baby. 


Temporal Relationships 


Since no concept of etiology adequately ac- 
counts for this condition we might pursue the 
etiology further by allowing our imagination 
to take flight into fancy. The ancients be- 
lieved in the pseudoscience of astrology. They 
believed that the stars exerted influences upon 
human beings and upon human affairs. Fol- 
lowing this thought, I recorded the year in 
which each case was born. This is given in 
table 1. A record was also made of the month 
in which each patient was born, and this is 
given in table 2. The births were fairly well 
distributed until the beginning of 1954. 


TABLE 1 
NUMBER OF CHILDREN BORN EACH YEAR 


1918 1922 1925 1926 1927 1928 1929 1930 


n 


1 2 1 


1931 =1932 1933 1934 1935 1936 1937 2938 
0 2 0 2 1 0 1 0 


1939 1940 1941 1942 1943 1944 1945 1946 
1 0 2 2 1 0 1 4 


1947 1948 1949 1950 1951 1952 1953 1954 
(6 mo.) 
2 4 7 4 3 1 
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TABLE 2 
NUMBER OF CHILDREN BORN EACH MONTH 


Jan. 10 July 4 

Feb. 6 Aug. 4 

Mar. 4 Sept. 4 

Apr. 2 Oct. 5 

May 2 Nov. 4 

June a Dec. l 
Unknown 4 


On January 20, 1954, two arthrogrypotics 
were born, and another on January 21 (Fig. 
3). The fourth was born on February 5 (Fig. 
4) and the fifth on February 19, and the 
sixth on March 4. All six of these arthrogry- 
potics have been treated in the clubfoot 
clinic. On January 18, there was a total 
eclipse of the moon. On January 20, Mars 
and the moon were in conjunction. This may 
mean something to writers of fiction but not 
to scientists. However, there is one fact that 
is certain, and that is that while we have had 
on the average one new arthrogrypotic every 
eight months for the past thirty years, we now 
have had six born within six weeks. 


FIG. 3 


V. McH. Born January 20, 1954. Fourth child. No de- 
formities in family. This shows a typical arthrogrypotic 
and is one of six born within six weeks. 
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FIG. 4 


C. McG. Born February 5, 1954. Second child. No deform- 
ities in family. Another of the six arthrogrypotics born 
within a period of six weeks. 


Sex Distribution 


There were 34 (63 per cent) boys and 20 
(37 per cent) girls. This is about the same 
sex ratio of two boys to one girl which we 
have encountered in congenital clubfeet. 
Seventy-six per cent of the patients were 
clubfooted. This same ratio was observed by 
Rocher who collected 22 cases from the litera- 
ture and reported four of his own. In the 
cases in which the sex was stated, there were 
15 boys and 7 girls. The factor which in- 
fluences the sex ratio has not been explained. 


Arthrogryposis seems to be more frequent in 
the lower income group. Forty-three of these 
cases were seen at the Scottish Rite Hospital 
for Crippled Children, which is all charity, 
and eleven were seen at my office. This is one 
in each 200 children at the hospital and one in 
700 children seen at the office. 
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Deformities 


Space does not permit a detailed study of 
each joint, but this will be made later. To 
summarize briefly, the shoulders were involved 
in 22 cases. Motion in the shoulders was 
limited to less than a right angle. The el- 
bows were involved in 29 cases. In 22 the el- 
bow could not be fully extended, and in 7 
it was fixed in extension. The head of the 
radius was dislocated in four patients. The 
wrist was flexed in 31 and hyperextended in 
3. The fingers showed many variations in the 
limitation of motion in the various joints. 


Twenty-three showed dislocation of the 
hips. The right hip was dislocated in 5 pa- 
tients, and the left in 6, and in 12 the disloca- 
tion was bilateral. In 5 patients the hips 
were successfully reduced and the reduction 
maintained. However, most of these gave a 
very poor functional result. In 11 cases no 
attempt at reduction was made because of the 
extreme limitation of motion. The disloca- 
tion in arthrogrypotics is usually of the pre- 
natal type. There is a very deep false acetabu- 
lum at birth. Many of the patients in which 
no attempt was made to reduce the hips had 
better hips than those in which a reduction 
was done. Of the 31 cases with no disloca- 
tion, 16 showed marked limitation of motion 
with fixation in flexion and outward rotation. 

Motion was limited in the knees in 43 cases. 
In 29 the knees were flexed and could not be 
extended, in 3 the knees were fixed in a 
straight position, and in 11 they were in re- 
curvatum. The patellas were dislocated in 5 
cases. 


Forty-two cases had clubfeet. This was the 
most common deformity. The right foot only 
was clubbed in 6 cases, the left in 4, and both 
in 32 patients. Nine children presented a 
very severe bilateral flatfoot deformity, and 6 
had a metatarsus varus type of deformity. 
Only 4 of the 54 cases had normal feet. 


Treatment 


The limitation of motion in the joints in 
arthrogryposis, makes this one of the most 
discouraging and one of the most difficult of 
all congenital deformities to treat. The mild- 
er cases learn to walk and take care of them- 
selves, but the more severely afflicted cases 
with all four extremities involved can be made 
to walk only after several operations and then 
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with braces and crutches. The details of the 
methods used for the treatment of the differ- 
ent joints, and the results obtained will have 
to be postponed for another paper. 


Summary 


Congenital limitation of motion in several 
joints, accompanied by one or more congeni- 
tal deformities is a rare condition which pre- 
sents a fairly typical syndrome. While many 
names have been given to this condition it is 
best known to Americans as arthrogryposis 
multiplex congenita. It is being reviewed at 
this time because of the sudden increase of 
this condition in my practice during this past 
year, and because 54 cases treated personally 
are available for study. A review has been 
made of the literature, nomenclature and 
etiology. As to heredity, the genetic theory is 
substantiated by the fact that three arthro- 
grypotic parents have had children with simi- 
lar deformities. It is disproved by the fact 
that there were three sets of twins, one in 
each set normal and one arthrogrypotic. In 
one set the twins were identical. The arthro- 
grypotic was the first child born in one- 
third of the cases. Only half of the babies 
were full term. A third weighed less than 
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seven pounds. Arthrogryposis occurs more 
frequently in charity patients than in private 


practice. A tabulation has been made of the 
joints involved. 
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Discussion (Abstract) 


Dr. J. Albert Key, St. Louis, Mo. Dr. Kite has seen 
a good many more of these cases than we have and I 
think it is well to emphasize the fact that there may 
be a good deal of difference in the degree of involve- 
ment in different cases. The etiology is still obscure 
and I have felt that it was a developmental condition, 
but not hereditary. 

In regard to treatment, the treatment is purely 
symptomatic and whatever can be done to improve the 
condition of a given patient should be done and this 
may involve both plastic and orthopedic surgery. 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 


1020 Empire Building, Birmingham 3, Alabama 


(Please print) 


Old Address: 
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An Epidemic of Histoplasmosis 1n 
Warrenton, North Carolina 


THOMAS PARROTT, JR., M.D., GRANT TAYLOR, M.D., MARY A. 
POSTON, M.A., and DAVID T. SMITH, M.D.,* Durham, N. C. 


The description of an epidemic of histoplasmosis in a nonendemic area should remind us of this 
disease in differential diagnosis under certain circumstances. 


In 1906 Darwinct found a new disease in 
Panama characterized by enlargement of liver, 
spleen and lymph nodes. Small, oval, intracel- 
lular bodies were present in tissue sections of 
spleen, liver, lungs and lymph nodes. Al- 
though the disease resembled visceral leish- 
maniasis and the organisms were similar to 
Leishmania, there were certain differences in 
morphology and staining reactions. Darling 
named the new organism Histoplasma capsu- 
latum. Watson and Riley? of Minnesota re- 
ported the first case recognized in the United 
States in 1926. Subsequent cases were re- 
ported at necropsy but no cultures were ob- 
tained. In 1934, Dodd and Tompkins* dis- 
covered the organism in monocytes in the cir- 
culating blood of a critically ill child. De- 
Monbreun isolated the organism from this 
child at necropsy and found both the yeast 
phase, which occurs in the patient, and the 
mold phase, which exists in the soil.*-6 


Endemic cases were recognized in increasing 
numbers in states bordering the Mississippi 
and Ohio rivers and their tributaries but no 
epidemics were described.? However, a number 
of epidemics of pulmonary disease appeared 
in the literature in which the patients were 
exposed shortly before the onset of symptoms 
to dust or to dried pigeon, chicken or bat 
feces. In 1953, Furcolow and Grayston® stud- 
ied some new epidemics of this type and 
restudied the individuals in the reported epi- 
demics and concluded they were true epi- 
demics of histoplasmosis. Loosli® in 1955, 
reported an epidemic which occurred after 
exposure to dust in an old silo and summa- 
rized our knowledge of epidemics of histo- 
plasmosis. He found 21 different outbreaks 
involving 181 individuals. Some of the epi- 
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demics occurred in areas where histoplasmosis 
was found only occasionally and some in non- 
endemic areas. 


The epidemic in Warrenton, North Caro- 
lina, which is being reported at this time, oc- 
curred in May, 1947, and was thought to be 
an outbreak of ornithosis because of the asso- 
ciation with pigeons. However, a restudy by 
Furcolow and his associates in 1953 showed 
that this was, in fact, another unrecognized 
epidemic of histoplasmosis. This outbreak 
occurred in a nonendemic area and empha- 
sizes the fact that such epidemics may appear 
occasionally in any part of the country. 


Epidemiological Factors 


An old Negro church, of brick construc- 
tion, in Warrenton, N. C., was condemned as 
unsafe and reconstruction started. On May 
1, 1947, a contractor, J. S., and six carpenters, 
all white, entered the belfry of this church. 
The windows had been broken some years 
before and pigeons were using the belfry both 
for roosting and nesting. It was estimated 
that there was about one-half ton of pigeon 
feces deposited on the floors. Some squabs 
were removed by the workmen and according 
to reports, consumed by them and their fam- 
ilies. 

A number of dead pigeons were found in 
the loft. Some had just died and others had 
been dead for a period of days, but not weeks 
or months. All six of the workmen and the 
contractor became ill between May 10 and 
7 


Case Reports 


Case 1. Contractor, J.S.,on May 15, developed symp- 
toms described as characteristic of “flu.” He had a 


*We wish to thank Drs. F. B. Hunter, W. D. Rodgers, and 


G. H. Macon vot Warrenton, N. C., for their cooperation in 
the study of these patients. 
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mild chill, slight cough, mild pain in the chest, and 
headache which lasted for two weeks. There was 
marked generalized malaise. He remained in bed for 
three days and then returned to work, although his 
symptoms persisted. He produced no sputum and re- 
ceived no specific therapy. 

When seen on May 30, he was back at work but 
complained of a slight headache and did not feel en- 
tirely well. These symptoms continued for about 10 
days; he was apparently well by June 13, 1947. 


Case 2. Workman, M.E.G., age 39, noted general 
malaise on May 12, but continued to work. Severe 
chills, followed by high fever with delirium, and a 
petechial rash over the antecubital spaces developed 
on May 15. He had severe inspiratory chest pain. 
His cough was productive of about 30 ml. of “black, 
thick sputum.” A diagnosis of “flu” was made, and 
he was started on sulfonamides. Bright blood was 
noted in the sputum from time to time, as was blood 
in his urine. Albumin was also present. Penicillin 
therapy was started May 24, and continued for four 
days. 

His physical examination showed numerous moist 
rales over both lung fields, more pronounced in the 
axillary areas than at the bases. There were scattered 
sonorous and sibilant rhonchi which varied in location 
and intensity. The heart was not enlarged, and there 
were no murmurs. There was moderate hepatosple- 
nomegaly. 

An x-ray film of the chest showed diffuse, patchy 
densities varying in size from 1 to 5 cm. in diameter, 
scattered uniformly from apex to base, throughout 
both lungs (Fig. 1). No free fluid was found. Hemo- 
globin, 12.8 Gm.; RBC, 4,550,000; WBC, 5,350. Dif- 


FIG. 1 


(Case 2) 


On June 7, 1947, soft infiltrations throughout 
both lungs. 
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ferential count: 55 per cent polys; 2 stabs.; 2 juveniles; 
2 eosinophils; 0 basophils; 22 large lymphocytes; 1 
monocyte; 10 small lymphocytes; 6 abnormal mononu- 
clear cells were seen in the blood film. Many of the 
polys had dark-staining cytoplasmic granules. Sedi- 
mentation rate was 42 mm. per hour corrected; hema- 
tocrit, 42. Spinal fluid was within normal limits, and 
spinal pressure was normal. The microscopic and 
chemical examinations of the urine were negative. 


Intravenous fluid and penicillin therapy were con- 
tinued. Temperature remained at about 104° F. un- 
til the morning of May 29, when it returned to nor- 
mal. The patient was discharged from the hospital 
on June 10, but remained in bed for several weeks be- 
fore returning to work. There were rales at the right 
base and some residual shadows by x-ray examination 
on July 12, 1947. 

Case 3. Workman, E.E.G. was well until May 10, at 
which time symptoms suggesting “flu” occurred. These 
were followed by chills, severe respiratory pain most 
pronounced on inspiration, chest pain and headache. 
He had a productive cough with mucoid sputum 
which was not blood-tinged. Two exacerbations of 
symptoms occurred with short remissions. When seen 
on May 30, the patient was ambulatory but still 
weak. He continued to have headaches for about 10 
days, after which time they disappeared and he re- 
turned to work. 

Case 4. Workman, H.M.K., age 47, developed 
malaise on May 13, with generalized aching, chills and 
symptoms of “flu,” followed by respiratory pain on 
inspiration, more pronounced at the left base, severe 
cough and mucoid sputum without blood. He had 
blood and albumin in the urine on one occasion, and 
marked tenderness in the region of the spleen with 
questionable enlargement. He received penicillin 
therapy. The pulse remained rapid with numerous 
extrasystoles. There was moderate dyspnea. Moist, 
sticky rales were heard in the lungs after the first 
week of the disease. When the patient was seen May 
30, his temperature was 100° F., and pulse 86. He 
complained of prostration, loss of weight and chest 
pain. He recovered his strength slowly and was at 
work 60 days after the onset of illness. 

Case 5. Workman, A.P.T., age 33, an ex-marine 
with a history of chronic malaria, developed severe 
pains all over the body, severe chest pain and a non- 
productive cough on May 15. There was chilliness 
with profuse sweating. The patient stated the symp- 
toms resembled those of an attack of malaria. Tem- 
perature ranged from 99.4° to 102.6° F., but the pulse 
was not elevated. His respiratory symptoms were lo- 
calized to the right lower chest. His cough was not 
productive during the course of his illness. He re- 
ceived penicillin therapy. When seen May 30, he 
was still confined to bed, did not look ill, but com- 
plained of right lower chest pain. 

He lost about ten pounds in weight, convalesced 
slowly but returned to work on July 1, 1947. 

Case 6. Workman, P.E.T., age 34, became ill May 
14, with headache and severe pains all over the body. 
These symptoms persisted for one week, and he de- 
veloped severe pleural pain and dyspnea. He had 
severe night sweats without frank chills and periodic 
semidelirious episodes. His temperature ranged from 
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(Case 2) On December 9, 1952, milliary calcified lesions in 
the lungs. 


100° to 101° F. He also received penicillin therapy. 
When seen on May 30, the patient was still in bed; 
however, he felt well except for marked weakness and 
persistent mild headache. His cough and chest pain 
persisted until July 12, at which time a few residual 
shadows were seen in his chest film. He was well in 
the next few weeks. 


Case 7. Workman, C.P.F., developed moderately se- 
vere, dull headaches on May 17. When examined on 
June 13, he stated he had not felt well since May 17, 
but had remained ambulatory and worked most of 
the time. His appetite was poor. He had no respira- 
tory symptoms. An x-ray film made on June 8, showed 
infiltrations in the right lower lobe, projecting out 
from the cardiac shadow. Patient was well and work- 
ing when seen on July 12, 1947. 


‘Laboratory Studies 


The possibility of a fungus infection in 
these cases was entertained. Skin tests were 
performed for histoplasmosis, coccidioidomy- 
cosis and blastomycosis on the hospitalized 
patient, case 2, with negative results. Sputum 
from this patient was cultured on Sabouraud’s 
medium for pathogenic fungi but the tubes 
were overgrown with saprophytic molds. 

Sputum from case 2, spinal fluid from case 
6, and acute and convalescent sera from all 
the patients were sent to the Department of 
Virus and Rickettsial Diseases of the Army 
Medical Center in Washington, D. C.; also 
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the blood and brain tissue from two of the 
pigeons from the belfry of the church. Ani- 
mal inoculations, tests for complement-fixing 
antibodies and neutralizing antibodies on 
acute and convalescent sera failed to establish 
a diagnosis. Fortunately, the remainder of 
the sera was preserved and available for study 
five years later. 


Restudy of the Epidemic 


When the hospitalized patient in 1952, five 
years later, had a routine x-ray film of his 
chest in another state he was found to have 
hundreds of miliary calcifications in his 
lungs (Fig. 2) and returned for a re-examina- 
tion. His histoplasmin skin test, which was 
negative during the acute disease, was now 
strongly positive. He had no rales in his 
lungs or other symptoms. 


Acute and convalescent sera remaining 
available from cases 2, 4, 5 and 6 showed evi- 
dence of antibodies to Histoplasma capsu- 
latum by both precipitin and complement- 
fixing tests. Histoplasmin skin tests on six 
patients five years after the infection were 
positive.* 


X-ray films made at this time at Duke Hos- 
pital revealed a picture consistent with histo- 
plasmosis in all the patients except case 1. 
The two patients who had the most severe 
disease, cases 2 and 4, had striking miliary 
calcifications; those in whom the symptoms 
were mild had only a few calcified areas. 


Summary 


An epidemic of histoplasmosis was found in 
a nonendemic area in Warrenton, North Caro- 
lina. Six white carpenters and a contractor 
became ill in May, 1947, 12 to 14 days after 
exposure to dried pigeon feces in the belfry 
of a Negro church. Pulmonary symptoms, ac- 
companied by fever, severe headache and 
general malaise, suggested a viral or rickettsial 
disease. All attempts to isolate an etiologic 
agent met with failure and the patients re- 
covered in from one to four months and re- 
mained well. 


In December, 1952, one of the patients, who 
had been most severely ill, had a routine film 
made of his chest revealing hundreds of small 
calcified nodules of the type commonly found 
in healed primary histoplasmosis. When re- 


*Tests performed by Drs. A. Furcolow and S. B. Salvin. 
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studied in 1953, six of the original patients 
had positive skin tests to histoplasmin and 
five showed calcified spots in the lungs. Sera 
from the acute and convalescent phases of the 
disease were available from four patients and 
these revealed complement-fixing antibodies 
to Histoplasma capsulatum. 
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Transverse Presentation: 


ROBERT H. BARTER, M.D., LOUIS MACIULLA, M.D., and 
PETER SOYSTER, M.D.,t Washington, D. C. 


The prognosis and management of transverse presentations present problems to the 
obstetrician. An evaluation has been made of the mortality rate and indications 
for the several methods of handling this obstetric complication. 


SEVERAL INTERESTING papers have been pre- 
sented during the past two decades on the 
subject of transverse presentation. The first of 
these was by Eastman, in 1932.! After a lapse 
of several years other publications appeared.*3 
Additional articles have been published in 
the years since the conclusion of World War 
11.458 This is not a particularly common 
entity. The largest series of transverse presen- 
tation by any one individual was an analysis 
by Johnson of 186 patients.? Less than 1,000 
instances of transverse presentation have ap- 
peared in the literature since 1932. 

This is a report of 107 primary transverse 
presentations of the fetus. One patient with 
triplets had all three fetuses presenting trans- 
versely. During the past few years there have 
been several modifications in the manage- 
ment of this complication. That such changes 
have been beneficial is borne out by the fact 
that in this series of over 100 patients only 
one maternal death occurred. There has also 


*Read before the Section on Obstetrics, Southern Medical As- 
sociation, Forty-Eighth Annual Meeting, St. Louis, Mo., No- 
vember 8-11, 1954. 

+ From the Department of Obstetrics and Gynecology, District 
of Columbia General Hospital, Washington, D. C. 


been an improvement in the fetal survival 
although the fetal loss is still excessive. 


Analysis 


During the six years covered by this survey 
(1948-1953), 30,464 patients were delivered at 
the District of Columbia General Hospital. 
During that interval 105 patients were de- 
livered of 107 fetuses in which transverse 
presentation was the piincipal obstetric prob- 
lem. The average parity of the patients was 
3.42. The average age of the group was 27.1 
years. The average weight of the fetus was 
2,211 grams. Fetal weights were as follows: 13 
weighed less than 1,000 grams; 28 were be- 
tween 1,000 and 1,500 grams; and 25 weighed 
between 1,500 and 2,500 grams. During the 
six year period under consideration, the inci- 
dence of prematurity in all infants delivered 
was 7.8 per cent. However, 61.7 per cent of 
the primary transverse presentations resulted 
in delivery of infants under 2,500 grams (Fig. 
1). In only 38.3 per cent did a term pregnancy 
result. 


Total fetal survival of the 107 infants was 
45.8 per cent. ror the year 1953, during which 
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Typical appearance of a premature infant which presented 
transversely; right arm had prolapsed. 


time there were 25 patients who had trans- 
verse lies, fetal survival increased to 56 per 
cent. 

In this series rupture of the uterus occurred 
four times. Version and extraction was the 
mechanism of the uterine rupture in three 
instances. One of the patients with a trans- 
verse lie and a ruptured uterus had been given 
Pitocin in her home. She was brought into 
the hospital in shock with the fetus having 
been delivered into the peritoneal cavity. 
Hysterectomy was done in the four patients in 
whom rupture of the uterus had occurred. 

Additional complications were the occur- 
rence of placenta previa in 23 of the patients, 
or in over one-fifth of the entire group. Pro- 
lapsed cord occurred 23 times and prolapse 
of the arm occurred 23 times. In some patients 
both the cord and the arm had prolapsed. 
Thirty-five of the patients in this group had 
had more than four previous deliveries. Only 
two of the group had uterine myomata (Figs. 
2 and 3). Two patients had anomalies of the 
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uterus. Previous cesarean section had been 
done in two patients. Interestingly enough, 
seven of the patients in this series had had a 
previous transverse lie. 

Table 1 is an analysis of the method of 
treatment of the entire group of patients. 

Table 2 is a statistical breakdown of the 
method of managing premature delivery. In 
the premature group 87.5 per cent of the in- 
fants delivered by cesarean section survived. 
Of the small group treated by a Voorhees bag 
followed by version and extraction 75 per cent 
of the infants survived. When version and ex- 
traction alone was done, the fetal survival 
rate was 33 per cent. 


In the 19 cesarean sections done where the 


FIG. 2 


Transverse presentation, term pregnancy, Grava 2, Para 0, 
age 38 years. A myoma 15 cm. in diameter occupied the 
posterior wall of the uterus just above the lower segment. 
At the time of admission the membranes had been ruptured 
14 hours. Cesarean section, total hysterectomy were per- 
pre immediately. Infant weighed 3,345 grams and was 
normal. 


TABLE 1 


107 CASES* 
RESULTS OF TYPE OF TREATMENT 


Cesarean Section 


Neonatal 
Survived Stillborn Death Survived 
Over 2500 18 1 0 2 
Grams 94.7% 6.3% 0% 67% 
2500 to 7 1 0 3 
1500 Grams 87.5% 12.5% 0% 757% 
1500 to 1 0 1 0 
1000 Grams 50% 0% 50% 0% 


Bag and Version 


Version and Extraction 


Neonatal Neonatal 
Stillborn Death Survived Stillborn Death 
1 0 14 3 0 
33% 0% 82.3% 17.7% 0% 
0 1 4 4 4 
0% 25% 33.3% 33.3% 33.3% 
0 1 0 13 12 
0% 100% 0% 52% 48% 


* Sixteen patients had fetuses weighing 1000 grams or less, not included in the above analysis. 


FIG. 1 
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FIG. 3 


(Inlet view). Same patient as figure 5. 


infant weighed over 2,500 grams (Table 3) 
fetal survival was 94.7 per cent. The use of a 
bag followed by version and extraction was 
employed three times at term. Two of the in- 
fants or 66.7 per cent survived. With version 
and extraction there were 17 patients so 


TABLE 2 


RESULTS OF TYPE OF TREATMENT 
INFANTS 1500 TO 2500 GRAMS 


Cesarean Bag and Version and 
Section Version Extraction 
Number 8 4 12 
Per Cent 
Survival 87.5 75 33 
TABLE 3 


RESULTS OF TYPE OF TREATMENT 
INFANTS OVER 2500 GRAMS 


Cesarean Bag and Version and 
Section Version Extraction 
Number 19 3 17 
Per Cent 
Survival 94.7 66.7 82.3 
TABLE 4 
ALL INFANTS ABOVE 1500 GRAMS 
1948-1953 
Cesarean Bag and Version and 
Section Version Extraction 
Number 27 7 29 
Per Cent 
Survival 92.6 71.4 55.2 
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treated with 82.3 per cent of the infants sur- 
viving. 

In the 27 cesarean sections done where the 
fetus weighed more than 1,500 grams (Table 
4) fetal survival was 92.6 per cent. Bag and 
version was employed seven times with a 71.4 
per cent fetal survival. Version and extraction 
alone in 29 instances resulted in a survival 
rate of 55.2 per cent. 


During the final year of the survey there 
were 25 patients with transverse presentation. 
Cesarean section was employed in nine out of 
11 instances when the fetus weighed more 
than 2,500 grams. There was no fetal loss in 
this small series of nine patients. Early diag- 
nosis followed by prompt treatment seemed 
to be the answer to the excellent infant sur- 
vival in this group. 

Comment. Although a rather uncommon 
complication, transverse presentation of the 
fetus occurs frequently on obstetric services 
where many of the patients have had three or 


FIG. 4 


Transverse presentation, Grava 7, Para 6, age 29 years. 
Membranes had ruptured just prior to admission. Low cer- 
vical cesarean section was performed before onset of labor. 
Infant weighed 2,835 grams and was normal. 


& 
= — 
— 
— 
: 
| 
: 


VOLUME 48 


more deliveries. Multiparity is probably the 
principle factor in the etiology of transverse 
presentation (Fig. 4). 

Placenta previa is an important cause of 
transverse presentations.’*!° A nulliparous 
patient with a transverse presentation at term 
usually has an anomalous uterus or a placenta 
previa. Fetal anomalies may be a factor in 
transverse presentation,'! but in this series 
there were none. Uterine tumors similarly 
have been regarded as a cause of transverse 
presentation. In only two patients were uter- 
ine tumors present. Uterine anomalies may 
cause transverse presentation.!* 

The most important factor in the treatment 
of patients who have transverse presentation 
is clinical awareness that the fetus is lying in 
an abnormal position in the uterus. If trans- 
verse presentation is suspected a plain film of 
the abdomen is the most accurate way of ar- 


FIG. 5 


Transverse presentation at term. Grava 2, Para 1, age 30 
years. Midpelvis was contracted; membranes were intact. 
Low cervical cesarean section was performed shortly after 
the onset of labor. Infant weighed 3,487 grams and was 
normal. 
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riving at an immediate and positive diag- 
nosis! (Fig. 5). The possibility of an extra- 
uterine pregnancy must always be kept in 
mind in any patient who has a transverse 
presentation." 


The membranes should never be ruptured 
artificially without a positive diagnosis of 
fetal presentation. In each series of transverse 
presentation there are patients in whom the 
membranes have been ruptured only to have 
the cord or an arm prolapse. Intact mem- 
branes have life saving value to the fetus. 
Maternal dangers increase as soon as amniotic 
fluid is lost. 


Treatment 


A large percentage of deliveries in patients 
with transverse presentation result in the 
birth of infants weighing less than 1,000 
grams. In this group, version and extraction 
probably has its greatest value. The chances 
of survival of infants below 1,000 grams is so 
slight that except under extremely unusual 
circumstances it would be unwise to subject 
the mother to the hazard of cesarean section. 


Where the fetus is estimated to weigh be- 
tween 1,000 and 1,500 grams version and ex- 
traction with or without a previous Voorhees 
bag insertion still has a place in therapeutic 
consideration. Cesarean section delivery of 
infants weighing less than 1,500 grams will 
result in few survivals. 

When fetal weight is estimated as being 
between 1,500 and 2,500 grams individual 
thought must be given to each patient. It is 
in this group that survival of the fetus must 
be weighed against the maternal surgical 
trauma of cesarean section. Rupture of the 
uterus occurs most often with manipulative 
vaginal delivery of the malpresenting pre- 
mature fetus. 


If the membranes are intact, if the fetus is 
in good condition, if the cervix is unfavor- 
able, and if the patient is in labor, there is 
little reason to consider any treatment other 
than cesarean section. 


If the membranes have been ruptured for 
some time, if the fetus is in poor condition or 
nonviable, and if the cervix is unfavorable, 
cesarean section may still have to be consid- 
ered. Under these circumstances (and in the 
absence of placenta previa) the use of a Voor- 
hees bag followed by version and extraction 
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may be the safest method of delivery for the 
mother. The Voorhees bag still has a place in 
preparing the cervix and lower uterine seg- 
ment for passage of the aftercoming head in 
premature breech or transverse presentation.!® 
An unfavorable cervix usually signifies the 
presence of an unfavorable lower uterine seg- 
ment. If delivery is attempted when the cervix 
is partially effaced and incompletely dilated, 
lacerations of the lower uterine segment may 
result. In all of the series presented to date 
rupture of the lower uterine segment or rup- 
ture of the uterus are the most common 
causes of maternal mortality.1*'7 In this series 
the only maternal death was due to cardiac 
arrest. It occurred with the patient deeply 
anesthetized for a version and extraction. 

With prolapse of the cord or of an extremi- 
ty in the presence of a favorable cervix, the 
lifeless premature fetus may be delivered 
safely by procuring a foot, attaching a weight- 
ed fillet to the foot, and by letting the mother 
gradually deliver the fetus. It is very unwise 
to attempt delivery of the fetus through an 
incompletely dilated cervix immediately after 
the foot is grasped. 


FIG. 6 


X-ray showing transverse presentation. Grava 4, Para 3, 
age 25 years. Fetal death had occurred at least one week 
before admission. The cervix was completely dilated at the 
time of admission. Delivery by version and extraction was 
successful. Infant weighed 2,155 grams. 
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When the fetus weighs more than 2,500 
grams the pronounced trend is toward de- 
livery by cesarean section. The exception is 
the patient with a transverse presentation who 
is admitted to the hospital with the cervix 
fully dilated and the membranes intact. 
Under these circumstances and with adequate 
anesthesia, version and extraction may be done 
advantageously and without undue risk (Fig. 
6). Although the cervix may seem to be fully 
dilated, if there has been no presenting part 
to properly dilate the lower uterine segment 
it often contracts after rupture of the mem- 
branes. It then offers stubborn resistance to 
the passage of the relatively large aftercoming 
fetal head. If version and extraction is to be 
employed it should be done with the utmost 
care so that there will be no injury to the 
fetus and so that the birth canal will not be 
lacerated. A hurried, traumatic conversion 
from transverse to footling breech with ex- 
traction undoubtedly accounts for the high 
maternal morbidity and mortality as well as 
for untold fetal injuries, associated with this 
type of delivery. 

When cesarean section is selected for de- 
livery of a fetus because of a transverse mal- 
presentation, the low cervical type of incision 
is usually used. If the membranes have been 
ruptured for any length of time, suitable anti- 
biotics are given to the patient before and 
after the procedure. Extraperitoneal section 
may be used in those patients who show dis- 
tinct evidence of uterine infection. Occasion- 
ally classical section may be justified, but 
usually the more advantageous low cervical 
section can be accomplished just as expedi- 
tiously. 

If a transverse presentation is complicated 
by placenta previa, cesarean section is the 
best method of treatment regardless of 
whether the fetus is premature or at term. 
There is no place for breech delivery through 
the birth canal of a fetus weighing more than 
1,500 grams in the presence of placenta previa. 
Several articles have dealt with this par- 
ticular subject in the past. All point out the 
hazard of rupture of the lower uterine seg- 
ment with placenta previa and delivery of the 
aftercoming head.%15-19 


A patient with a transverse presentation 


and rupture of the membranes is an urgent 
obstetric problem. If in addition to rupture of 
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the membranes and the transverse presenta- 
tion, active labor is present, the problem con- 
stitutes a true obstetric emergency. It has been 
shown by numerous authors that the length 
of time which the patient has had ruptured 
membranes or has been in labor have a dis- 
tinct bearing on fetal and maternal morbidity 
and mortality.1:3-47 


Probably the two most important factors 
which explain the low maternal mortality 
rate in this series are: 1. That practically all 
babies in the District of Columbia are now 
delivered in hospitals. The so-called “neglect- 
ed transverse presentation” is rarely seen. 
That type of patient was a recurring problem 
when women were allowed to labor for un- 
told hours at home before being brought to 
the hospital, usually in a moribund state and 
with the fetus dead. 2. The second factor of 
extreme importance is the shorter time inter- 
val between rupture of the membranes or the 
onset of labor and the recognition of the 
transverse presentation. There is an increas- 
ing trend to deliver a patient in active labor 
who has a true transverse presentation of the 
fetus soon after the diagnosis is established, 
even in the presence of intact membranes. If 
the patient is in early labor, usually the cervix 
will be unfavorable and therefore cesarean 
section will be the delivery method of choice. 

In most instances cesarean section should 
be employed in the presence of a term fetus. 
Cesarean section delivery is doubly indicated 
in the presence of transverse presentation and 
placenta previa. There is decreasing accept- 
ance of version and extraction delivery for 
this condition.*° 


Destructive operations should rarely be em- 
ployed. A low cervical cesarean section, even 
in the presence of a dead baby, is usually 
safer for the mother than a mutilating opera- 
tion on the fetus. A destructive fetal opera- 
tion may result in irreparable injury to the 
genital tract of the mother. 


Conclusions 


(1) A series of 105 patients with 107 pri- 
mary transverse presentations of the fetus has 
been presented. 

(2) Placenta previa, multiparity, uterine 
and abdominal relaxation are important etio- 
logical factors in this condition. 


(3) The trend toward hospital delivery 
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of all obstetric patients has decreased im- 
measurably the number of so-called “neglect- 
ed transverse presentations.” A high incidence 
of maternal mortality has always been present 
in previously reported series where the diag- 
nosis was made long after rupture of the 
membranes or late in labor. 


(4) There is decreased acceptance of ver- 
sion and extraction as a delivery method in 
transverse presentation where the fetus weighs 
over 1,500 grams. 


(5) Delivery by version and extraction of a 
fetus weighing over 1,500 grams is extremely 
hazardous for the mother in the presence of 
any degree of placenta previa. 


(6) Rupture of the uterus must always be 
considered as a possibility when version and 
extraction is done as a primary obstetric pro- 
cedure. Manual exploration of the lower 
uterine segment should always be done after 
delivery by version and extraction has been 
accomplished. 


(7) Cesarean section is the most acceptable 
method of delivery of a viable fetus from a 
transverse presentation providing the fetus 
weighs 1,500 grams or more. 


(8) Cesarean section may be infinitely less 
harmful for the mother than a destructive 
operation on a dead fetus. 


(9) The fetal morbidity and mortality in 
transverse presentations is still excessively 
high. 

(10) In this series, the best infant survival 
results were obtained by early recognition of 
the obstetric problem, by immediate con- 
firmatory x-ray diagnosis, and by prompt indi- 
vidualized treatment with liberal use of 
cesarean section delivery. 
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Discussion (Abstract) 


Dr. Hugh G. Hamilton, Kansas City, Mo. 1 appear 
before you qualifying in all points as a specialist. I am 
a not too pleasant person. I am over a hundred miles 
from home, and I just happen to have a pocketful of 
slides. 

In this set of cases, I have approached the study in 
a different manner from Dr. Barter. In the first place, 
the cases I will show you do not include any second 
twins which I believe Dr. Barter did not include. In 
addition, this does not include instances of placenta 
previa. In other words, this includes only the cases in 
~s which the type of treatment was dictated by the trans- 
verse lie alone. In the placenta previa group we felt 
that the management was dictated by the placenta 
previa rather than by the transverse lie. 

This is an analysis of a consecutive series of cases 
at St. Joseph’s Hospital in Kansas City (Table 1). In 
this group we included only cases where the baby 
weighed 2,000 grams or more. As you see, there is an 
incidence of one in 1,166 deliveries, where the primary 
therapy is dictated by the transverse lie. The discrep- 
ancy in the cesarean group is due to the fact there was 
one pair of twins, both of whom survived. 

Incidentally, this is one like your triplets, Dr. Barter, 
where they each lay, one with the head one way, the 
other with the head the opposite way, and it is also 
the only case in which a tumor had anything to do 
with the transverse lie. This woman had a large 
myoma lying posteriorly that was removed at the 
time of the cesarean section. 


We bear out, in our fetal mortality, Dr. Barter’s 


TABLE 1 


22 Cases—25,655 Deliveries—(1 in 1,166) 
RESULTS OF TYPE OF TREATMENT 


CESAREAN 13 VERSION & EXTRACTION 9% 


Neonatal Neonatal 
Survived Stillborn Death Survived Stillborn Death 
°12 2 0 5 4 0 
86% 14% 0% 55% 45% 0% 


* One pair of twins—both survived 
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findings as to the lethal effect of version and extrac- 
tion on survival. 

Here are the causes of death in the fetus (Table 2). 
The first one is probably the result of the obstetrician 
not having bothered to go to the hospital in time to 
make the diagnosis before the baby was in trouble. 
The next case was one of prolapsed cord. I am dubious 
whether this one should have been subjected to cesar- 
ean section because the section was done after the 
fetal death had taken place. I know that the series of 
cases is too small to be statistically significant. How- 
ever, I believe the trend is there, and it certainly bears 
out effectively the horrible effect of version and ex- 
traction in the transverse lie, particularly in the primi- 
para (Table 3). 


Now, then, as to your causes of transverse lie, they 
are, as Dr. Barter has touched on the matter of the lax 
abdomen, multiparity. Both of us found in our studies 
that tumors played a very small factor. Laying aside 
the group where the placenta previa is the thing that 
dictates the therapy, it was found in a considerable 
number of these cases that one of the problems was 
the low lying posterior placenta which padded out over 
the promontory. It was felt that in a good many of the 
cases that was the factor for the position. 


In the much more premature child, I think the 
condition probably occurs far more frequently than is 
observed and diagnosed. The quite premature child in 
delivery, frequently is not given the careful searching 
attention that is given the woman at approaching full 
term. I am quite certain that many in the high 
incidence of breech delivery in the extremely im- 
mature child did not start out originally as a breech, 
but started out as a transverse position with the back- 
bone lying as the presenting portion. Then, as the 
woman’s labor went on, this child underwent what 
could be termed a spontaneous evolution of the trans- 
verse lie, where the head hangs up in one of the ileac 
fossae. As the cervix dilates, the baby is jack-knifed 
more smugly upon itself, and with the head and 
shoulders hanging up, the breech then gradually peels 


TABLE 2 
CAUSES OF DEATH OF FETUS 


Weight Type of Delivery Cause of Death 
3945 Cesarean 6 hour labor before section 
3750 Cesarean Prolapsed cord 
2150 Version & extraction Prolapsed cord 
3180 Version & extraction Died during operation 
3450 Version & extraction Died during operation 
3320 Version & extraction Died during operation 
TABLE 3 
PARITY AND TYPE OF DELIVERY 
EFFECT ON FETUS 
PRIMIPARA MULTIPARA 
Section Version Section Version 
Alive Dead Alive Dead Alive Dead Alive Dead 
5 0 0 2 7 2 5 2 


100% 0% 0% 100% 77% 23% 71% 29% 
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its way down to the cervix, and the child is delivered 
as a breech presentation. 


Certainly the statistics one can develop in examining 
one’s hospital work, will show you that version and 
extraction, except where the baby is so small that the 
odds are very poor, and where you do not wish to sub- 
ject the mother to the crippling effect of a cesarean 
section, offers a much poorer outlook than does cesa- 
rean section. 


Dr. John E. Savage, Baltimore, Md. It is rather dif- 
ficult to discuss a paper when one is in such accord 
with the essayist. I want to thank Dr. Barter for em- 
phasizing the value of the x-ray in the diagnosis of 
the transverse lie. Not only is this true in this par- 
ticular instance, but in the general value to the 
obstetrician of the x-ray in all obstetrics. 


I must confess I was somewhat disappointed to hear 
one of our prominent speakers decry the value of x-ray 
pelvimetry. I do not believe that x-ray pelvimetry 
should be the last word in determination of the type 
and manner of delivery. I do feel that clinical pel- 
vimetry done early in pregnancy as well as during 
labor is of great help in guidance for delivery in many 
of the obstetrical problems, but I believe that x-ray 
pelvimetry, plus clinical pelvimetry, plus careful ob- 
servation during labor, are so important in the man- 
agement of these patients. Many have hesitated to 
employ diagnostic roentgenology in obstetrics for fear 
there would be some damage to the fetus. 


One of the earliest systems of the mature fetus 
which would show radiation effect is their hemato- 
poietic system. Dipple has shown that in a large series 
of patients and their babies who had been subjected 
to diagnostic x-ray, or x-ray pelvimetry near term, 
no effect on the white blood cells or the white count 
of the infants. 


Further, it has been shown that in the average x-ray 
pelvimetry the patient and the baby receive an over- 
all exposure of about 2.5 to 3 roentgen units. It re- 
quires about 25 roentgen units to do any damage. So 
the roentgenologists feel that diagnostic x-ray may be 
used at any time during pregnancy without danger to 
the fetus with perhaps the exception of the very early 
embryonic phase. 


Specifically, in regard to this particular paper, we 
also feel that cesarean section in the case of term 
babies in the transverse lie is the preferable procedure 
in most cases. 


As to the exact procedure, we, too, feel that low 
cervical section, by and large, is the operation of 
choice when cesarean section becomes necessary. How- 
ever, because of the fact that there are at times rather 
severe technical difficulties in a transverse lie with a 
term baby, the transverse incision in the lower segment 
may extend during the manipulations of delivery. 


We do not have the skill the folks in Washington 
have, but we have gotten into some difficulty. There- 
fore, we are coming to feel that with large term babies, 
regardless of the condition of the lower uterine seg- 
ment, perhaps a classical cesarean section might be 
the better part of valor under those conditions. 


TRANSVERSE PRESENTATION—Barter et al. 1157 


We also prefer low section in those transverse lie 
cases in which the placenta is the cause, the pla- 
centa previa. However, if upon inspection of the 
lower uterine segment we find tremendously dilated 
sinuses underlying the vesical peritoneum, we do a 
classical section, 

I certainly want to commend Dr. Barter and his co- 
authors for presenting this very important subject in 
such a clear form. 


Dr. Hal Ferguson, Birmingham, Ala. I certainly 
agree wholeheartedly with Dr. Barter. 


We have recently had experience with two neglected 
transverse lies, one of five days duration in a 14-year- 
old colored girl. An attempt was made at a destructive 
operation but it was impossible to get the examining 
hand past the impacted shoulder. We then did a cesa- 
rean section. After the uterus was emptied, thorough 
exploration” ¥évealed an old tear on the posterior 
surface of the uterus extending from one uterine 
artery to the other, and it was necessary to remove the 
entire uterus in this 14 year old girl. 


In the neglected case, I would like to make a plea 
for cesarean section without attempting version. I have 
seen two other cases where version was attempted, the 
uterus was well coapted to the fetus and all attempted 
intra-uterine manipulation failed. In both instances a 
rupture resulted. 


I cannot add anything to the matter of infection. 
We have failed to see much of this since penicillin has 
come into wide use. 


Dr. Barter (closing). In closing, there are two or 
three things I might add briefly. 


First of all, I wish to thank Drs. Hamilton, Savage 
and Ferguson for their very fine discussions. 


The transverse lie in patients who are prima gravidas 
should put one on his guard for placenta previa. I am 
interested in asking Dr. Ferguson did that patient have 
a previa,—the 14 year old? 


Dr. Ferguson. No, sir. 


Dr. Barter. In three of the seven primigravid pa- 
tients with transverse lies, in prima gravidas, the 
fetuses were term. Three of the seven patients had 
placenta previa. 


The reason that we included the fetuses under 1,500 
grams is that some of those patients can be as much, of 
a problem as the patient who has a term fetus and a 
transverse presentation. 


With the term fetus, the handling of the patient can 
be directed at both the mother and the fetus; with the 
small, immature fetus under 1,500 grams, one hesitates 
to do anything to the mother because of the poor 
infant survival, but in many instances that is why the 
mother is handled rather poorly by all of us. 


I think this particular meeting is a good place to 
present the subject of transverse presentations. With 
the high parity in the colored patients that we all see, 
we certainly encounter a much higher incidence of 
transverse presentations than others do in service or in 
a physician’s practice where one is not dealing with a 
large number of multiparas. 
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Comparison of Judet and Intramedul- 
lary Type of Prostheses in Nonunion 


of Hip Fractures: 


J. J. HINCHEY, M.D., and P. L. DAY, M.D., San Antonio, Tex. 


In a consideration of the use of prostheses for nonunion of fractures of the hip, experience 
of recent years permits an evaluation of results, indications and contraindications. 


ORTHOPEDIC SURGERY is at present being swept 
along on a veritable tidal wave of popularity 
of hip joint prostheses. This is easily under- 
standable as regards nonunion of fractures of 
the neck of the femur since no other recon- 
structive procedure is generally satisfactory. 
Final evaluation of prosthetic replacement 
will require many years of study and observa- 
tion.’ Present reports of early results,!! com- 
plications, and modifications of technic are 
providing the first step in this process. 

We have utilized prostheses in the treatment 
of 33 nonunions of fractures of the neck of 
the femur. These have been followed for 
from 9 to 43 months. The Judet type! was 
used in 17 instances. Austin-Moore prostheses 
were selected in the remainder.'* The postero- 
lateral surgical approach? was chosen in all but 
five instances. We inserted three Judet and 
two Austin-Moore prostheses through Smith- 
Peterson incisions. Plaster abduction boots 
for 10 to 14 days constituted the only post- 
operative restriction of activity. Early inten- 
sive physiotherapy was devoted primarily to 
quadriceps and gluteal exercises. Weight 
bearing with crutches was permitted in two 
to six weeks. Seven patients were males,— 
three with Judet and four with Austin-Moore 
prostheses. Table 1 presents the age group- 
ing at time of operation. 


Complications Common to Both 


Some operative mortality and infection are 
natural consequences of any major surgical 
procedure. Fortunately, both have been ab- 
sent to date in this series. We experienced 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 


one failure to insert a Judet prostheses 
through a Smith-Peterson incision due to a 
subtrochanteric fracture produced in manip- 
ulating the extremity; a subtrochanteric os- 
teotomy was substituted. 


No prostheses have become dislocated. Our 
operative routine may be a factor in prevent- 
ing such a complication. We do an adductor 
tenotomy initially if there is shortening or ad- 
ductor tightness. We section only a small an- 
terior portion of the insertion of the gluteus 
medius and minimus.? We open the capsule 
longitudinally on its anterior aspect and free 
it from its femoral attachment as described 
by Fred Thompson.'® We utilize curare for 
those portions of the procedure requiring 
maximum relaxation; we feel it has been re- 
sponsible for less extensive dissection. Weight- 
bearing with crutches is not permitted until 
the extremity can be flexed and abducted 
against gravity. 

Noticeable soft tissue calcification was 
found in nine hips.'% It did not interfere 
with motion or function in six instances. 
However, another recent patient in whoni a 
fracture occurred just below the lesser tro- 
chanter at the time of manipulation shows 
more limitation of motion of the hip. More 
extensive dissection and screw fixation were 
required at surgery. This patient cannot put 
on her shoe and stocking five months later. 


TABLE 1 


TYPE OF PROSTHESIS USED AND AGE AT TIME 
OF OPERATION 


Type 31-40 41-50 51-60 61-70 71-80 81-90 
Judet 0 2 3 6 4 2 
Austin-Moore 1 1 2 4 5 3 


in 
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Judet Prostheses 


With one exception, we have been able to 
follow all cases in which the Judet prosthesis 
was used for more than two years, and nine of 
them for more than three years. One patient 
died ten months following operation; she had 
been ambulatory with crutches. Nylon, plas- 
tic and Vitallium prostheses were utilized. 


Nylon'? proved the least suitable material. 
Prosthetic heads wore thin and the surfaces 
became roughened. Stems similarly developed 
indentations at the sites of pressure. Nylon 
powder was ground off into the joint setting 
up a foreign body reaction. Synovial tissues 
hypertrophied and became impregnated with 
it. Pain and limited motion resulted. Four 
of the six patients with Nylon prostheses de- 
veloped progressively increasing pain after 6 
to 15 months. Symptoms became so severe 
these prostheses were replaced with the 
Austin-Moore type. One patient, however, 


FIG. 1, A 


Nylon prosthesis shortly after insertion. Alignment good; 
stem just through lateral femoral cortex. 
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FIG. 1, B 


Same hip 30 months postoperative. Neck has shortened and 
stem protruded. Stem is loose in the canal and has shifted 
into varus as regards canal and neck. 


shows an excellent result. She has no pain 
and a scarcely perceptible limp. She teaches 
music several hours a day and goes up and 
down stairs normally. She has resumed all of 
the activities in which she participated prior 
to her fracture. 


Plastic and metal prostheses have borne up 
equally well to date in our series, although 
we have felt more secure in the use of Vital- 
lium. We have not as yet had an opportunity 
to examine either after some months of use. 

We discontinued use of the Judet prosthesis 
more than two years ago for the following rea- 
sons: 


(1) Length of the neck of the femur was 
generally not restored,* 
(2) When restored, such length was often 


lost later due to further resorption of the 
neck stump,* 


: 
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FIG. 2, A 


Vitallium Judet prosthesis shortly after operation. 


(3) This resorption resulted also in pro- 
trusion of the prosthetic stem through the 
lateral femoral cortex, and 

(4) Even in the absence of visible resorp- 
tion of the neck stump the prosthetic stem 
became loose in its tract producing instability 
and varus deformity of the prosthesis.* 

These factors resulted in pain, shortening, 
limited motion and adduction deformity. 

Results were judged excellent if pain was 
practically absent, range of motion almost 
complete, stability good, and limp almost im- 
perceptible. Good results produced hips with 
some aching, a more noticeable limp, and 
very little limitation of motion. These pa- 
tients required a cane occasionally for protec- 
tion. Patients with fair results were char- 
acterized by any one of the following: Fre- 
quent use of a cane or crutch for support, 
sufficient pain to require medication such as 
aspirin at intervals, or more limited motion, 
shough able to put on shoes and stockings. 
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TABLE 2 
RESULTS WITH USE OF JUDET PROSTHESIS 


Type Excellent Good Fair Poor 
Nylon 1 1 0 4 
Plastic 0 2 2 1 
Vitallium 1 1 2 1 
Total 2 4 4 6 


All other patients were considered as having 
poor results. The hips classified as excellent 
and good results seemed to depend upon two 
requirements. (1) The prosthesis was inserted 
and remained in good valgus with the stem 
well fixed in the lateral femoral cortex.® (2) 
The neck stump maintained good length 
without resorption. One patient secured a 
good result from transplantation of the greater 
trochanter distally to provide more length. 
Table 2 indicates the end results with use of 
Judet prostheses. 


Thirty-one months later. Slight further shortening of neck 
and protrusion of stem. Note varus of stem as related to its 
old tract. 


2 
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Austin-Moore Prostheses 


All patients with Austin-Moore prostheses 
have been followed for more than 9 months, 
and nine patients for more than 18 months. 
Technic and difficulties in insertion of this 
type of prosthesis have been well reported. 
The disadvantages previously cited for the 
Judet prostheses are absent in the use of this 
type of prosthesis.! Length of the femoral and 
neck and the extremity have been restored 
and maintained.® No varus deformity has re- 
sulted. None of our patients have complained 
of loosening of the prosthesis. 


X-ray films demonstrate the characteristics 
described by Thompson" in the use of his 
prosthesis. The joint space is narrowed with- 
out any apparent detrimental effect. The cal- 
car femoral increases in density with progres- 
sive weight-bearing. The stem becomes firmly 


FIG. 3, A 


Acrylic prosthesis in position three years following op- 
eration. Neck length maintained; valgus position retained. 
Firm seating of stem against hypertrophied lateral femoral 
cortex. 
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FIG. 3, B 


Lateral view of same hip. 


seated in reparative bone extending down 
around its tip. 

Nine patients are classed as having excellent 
results. They walk without the use of a 
crutch cane or other support. Seven of these 
patients were operated upon more than 18 
months ago. Support was slowly abandoned 
beginning from three to six months following 
operation. Range of motion is complete or 
nearly so. All have a limp although in three 
it is hardly noticeable. Four patients state 
they have occasional aching in the hip, thigh 
or knee, but not sufficient to require medica- 
tion. The three youngest patients in this se- 
ries, all males, are included in this group. 
One works as foreman of a road crew for a 
public service company. A second travels a 
large area as a traveling salesman. The third 
performs unskilled labor in a government air- 
plane parts plant. 

Four patients still require a single crutch 
or cane at times. They have a more prom- 
inent limp. Motion is good in three; one 
patient has difficulty in putting on and taking 
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off her shoes and stockings. Three have some 
residual aching in the hip or thigh; this is lo- 
calized down the lateral aspect of the thigh 
in two of them. 

Of the remaining three patients, one re- 
quires both crutches most of the time. She 
has a moderately severe limp without them. 
Gluteal power is slowly improving. She com- 
plains of aching throughout the entire thigh 
after exercises or much activity. The second 
patient walks without a cane or crutch, but 
has severe hip pain related to use. Exercises 
or walking produce pain; it is relieved by rest. 
Symptoms have persisted through twenty- 
months follow-up. The remaining patient can 
barely walk with crutches and complains of 
moderate hip pain with motion or weight 
bearing. She has made little attempt to im- 
prove quadriceps or gluteal function, and 
spends most of her time in bed or wheel-chair. 

It has been evident that this group of pa- 
tients continues to improve over a two-year 
period. The speed of convalescence and ul- 
timate end result are seriously influenced by 
age, general health and the local situation in 
the hip,—shortening, duration of nonunion, 
changes in the acetabulum, and adduction de- 
formity. Postoperative active and resistance 
exercises of the quadriceps and gluteal mus- 
cles are essential to good stability and func- 
tion in all patients. 

Table 3 lists the end-results in patients with 
Austin-Moore prostheses. 

Mention should be made of the four pa- 
tients in whom Nylon Judet prostheses were 
replaced with Moore prostheses. The changes 
noted in the hip joint have been mentioned. 
A fibrin lining of the acetabulum and the 
femoral canal around the prosthetic stem was 
present with the prosthesis freely movable in 
both. A firm shelf of bone existed across the 
medullary canal beneath the stem. It was 
necessarily removed to provide for insertion 
of the intramedullary prosthesis. 


These patients have progressed more slowly 
than the ordinary nonunion group. All had 


TABLE 3 
RESULTS WITH THE AUSTIN-MOORE PROSTHESIS 


Excellent 9 
Good 3 
Fair 2 
Poor 2 
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initial shortening, pain, limp and adduction 
deformity. After 18 months one male requires 
no cane or crutch, but has a residual limp and 
pain which requires mild medication at times. 
Our best result is in a 49 year old man who 
had a Moore prosthesis inserted two years ago 
due to the rapid onset of severe pain with the 
use of a Nylon prosthesis. He has a scarcely 
perceptible limp, no shortening, a full range 
of motion and occasional mild aching after 
extensive activity. A 56 year old woman uses 
a cane because of pain and a limp when 
weather changes; she has mild pain when up 
and about at regular household duties for as 
long as two to three hours; it does not in- 
crease appreciably thereafter. The fourth 
patient is on crutches now two months post- 
operatively. 


FIG. 4 


Moore prosthesis 18 months following its insertion. Note 
bony sclerosis at base of neck of femur, through opening in 
prosthesis, and at tip of stem. 


= a 
— 
: 
= : 


VOLUME 48 


Summary 


Our experience with Judet and Austin- 
Moore prostheses in nonunion of fractures of 
the neck of the femur has been presented. 
The former has not proven satisfactory for 
routine use; resorption of the neck and loos- 
ening of the prosthesis have produced pain, 
shortening, instability and deformity in most 
instances. Use of the latter seems much more 
promising. Further evaluations and long 
term follow-ups are indicated before this pro- 
cedure finds its proper niche in the ortho- 
pedic surgeon’s armamentarium. 
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Discussion (Abstract) 


Dr. Irwin B. Horwitz, St. Louis, Mo. It was in Jan- 
uary, 1951, that most of us were first acquainted with 
the Judet type of hip reconstruction. The most recent 
Academy survey indicated that over 8,000 prostheses of 
various types have been inserted since that time by 
approximately 500 orthopedists. 

During these early years large series of cases were 
collected using various types of prostheses and inser- 
tion procedures for many hip conditions. Dr. 


Hinchey’s paper limits discussion to the use of the 
prosthesis in fracture of the femoral neck with non- 
union. It is my opinion that we have reached the stage 
of evaluation to present the following criteria as 
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the basis for the use of a prosthesis in nonunion of 
the femoral neck. 

(1) A prosthesis can give the most satisfactory re- 
production of the hip joint motion and stability 
available at this time. The various reconstruc- 
tions of the hip such as the Albee, Colonna, 
and Whitman type gave approximately 58 per 
cent satisfactory results (Boyd & Brindley!). 

(2) The convalescent or disability period is shorter 
than with any of the other reconstructive pro- 
cedures. 

(3) Economically the insertion of a prosthesis is 
the cheapest procedure in that the hospital stay 
and the disability period are shorter than those 
with any of the other procedures. 

Surgically the insertion of a prosthesis is prob- 
ably the least shocking procedure, regardless of 
the age of the individual. 

In my opinion, the contraindications are: 

(1) The candidate who is physically strong, not 
older than in the sixties, and financially in a 
position to take a prolonged convalescent period 
after an operation to save the natural head and 
neck structure by means of grafts and osteoto- 
mies. If such procedure fails one can still fall 
back on the prosthesis. 

In an individual in whom stability is of major 
importance without any possibility of later com- 
plication. Then a procedure to obtain fusion is 
indicated. 

We are now reaching the time for satisfactory two 
and three year follow-up studies to be available. Those 
of us who began this work early used the Judet pros- 
thesis. We soon realized that this prosthesis was de- 
signed for use in arthritic reconstructions and not 
fractures of the neck. The Judet type was soon drop- 
ped by most operators. 

Dr. Hinchey’s and Dr. Day’s series emphasized the 
failure of the Judet type of prosthesis to stand up un- 
der use. Their series also substantiates the contrain- 
dications to the use of the Nylon type of prosthesis. 
The Acrylic type should also be excluded. 

The use of a prosthesis in fracture of the femoral 
neck with nonunion has developed to the stage where 
over 78 per cent good to excellent results should be 
obtained with: 


(1) The proper choice of candidate, 
(2) The proper surgical procedures of insertion, and 
(3) Choice of correct prosthesis. 


(4 


(2 


The major problems which are unsolved at present 

are: 

(1) What is the basis of pain in a joint having an 
excellent prosthesis replacement and a good 
range of motion; 

(2) What are the requirements of a satisfactory 
prosthesis; 

(3) What are the contraindications to the use of a 
prosthesis in cases of nonunion; 

(4) What is the long term reaction of the body to 
the prosthesis? 

Many hip joints having a prosthesis replacement 

have excellent range of motion, yet have pain of a 
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disabling degree. Sometimes this is a pain or ache 
referred down the lateral side of the thigh or into 
the groin. The pain may be excessive on beginning 
walking, and disappears with use. It may occur first 
after three to four hours of activity and then persist 
for hours while at rest. Thompson2 believes that pain 
in many of these patients is due to the secondary de- 
structive or arthritic changes in the acetabulum which 
were allowed to remain. Possibly in long standing 
nonunions it will be advisable to remove all of the 
articular cartilage. He definitely stated that those 
cases in which the acetabulum was cleaned out did 
not have pain. Dr. D’Aubigne3 reporting on over 130 
traumatic cases states that pain may be due to the 
use of an improperly fitting prosthesis head. There 
results then a too localized area of pressure in weight 
bearing. With a greater distribution of head surface 
in contact with the acetabular roof, less pain should 
be experienced. In our early series, we excised the 
capsule as completely as possible and still had a 
small percentage of cases with painful hips. It will be 
conceded that calcification in the remaining capsular 
tissue or soft tissue may also be the cause of pain. 
One has to bear in mind the possibility of a different 
metal previously inserted in some other part of the 
body. Also it has been found that metal inside a 
superficially placed joint results in undesirable pain 
and stiffness when the joint is exposed to the cold. 
The navicular bone Vitallium replacements in the 
wrist did satisfactorily in California, but resulted in 
stiff wrists when the individuals went to a northern 
climate. 

It should be agreed at this time, that the proper 
prosthesis for use in the hip must be the intramedul- 
lary type, with a head and neck allowing proper re- 
placement of neck length, anteversion, and with a 
plate or collar which can rest upon the remaining 
intertrochanteric plane. The Austin-Moore and Fred 
Thompson prostheses are of this type. One other ad- 
vantage may be added, as suggested by Hudack. The 
prosthesis stem instead of being smooth, should have 
serations or steps which would allow new bone for- 
mation around the stem to get a better supporting 
hold. The McBride type presents this structure to 
some extent. Certainly, the prosthesis must be made 
only of Vitallium or stainless steel. 

The contraindications to the use of a prosthesis in 
those with nonunion are in my opinion again, an indi- 
vidual who is young enough, physically sturdy enough 
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and financially capable of a long term uncertain re- 
constructive procedure; also the individual who ob- 
viously needs one stable weight bearing limb; an indi- 
vidual who is bed ridden is not a candidate for a 
prosthesis. If sufficient head and neck of good tex- 
ture are present, a Dickson type procedure may be 
advisable. 


The local reaction to the metallic prosthesis in three 
to four year “follow-ups” did not indicate any definite 
cause for future alarm. Structural reactive changes 
are noted at the points of pressure by the prosthesis. 
These are desirable. In one joint opened after two 
years, replacement tissue suggestive of new synovium 
extended over the head of the prosthesis. The mi- 
croscopic changes in the surface adjacent to the pros- 
thesis head should be available in future studies. 

When a reconstruction procedure is capable of giv- 
ing good to excellent results in over 70 per cent of 
the cases, as Dr. Hinchey’s series indicated, the pro- 
cedure is a proven one. 
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Dr. Hinchey (closing). 1 appreciate Dr. Horwitz’s 
discussion. I would like to take the liberty of showing 
three more slides, and some of you will recognize the 
first slide. 


This first is of the case Dr. Walter Stuck cared for, 
over six years ago and I have since followed her. The 
patient was a young lady 20 years of age, who had a 
giant cell tumor of the upper end of the femur. He re- 
sected the head, neck and upper shaft of the femur, 
packed it with oxycell, had a replica made and a 
Vitallium replacement inserted. 

This slide is a three year follow-up on the pros- 
thesis. This young lady has had two children and 
manages a home on a ranch. She rides horseback; has 
adductor weakness. We fear she is going to fracture 
this femur somewhere since the bone appears porotic. 

This slide represents a six year follow-up, the same 
prosthesis. We had nothing to do with the other 
prosthesis. 
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Fractures of the Humeral Condyles 


in Adults* 


ROBERT A. KNIGHT, M.D.,t Memphis, Tenn. 


The difficulties of handling fractures of this type are reviewed. The author stresses the basic 
requirements for successful management of these lesions. 


THIS PAPER WILL consider the treatment of 
fractures of the condyles of the humerus in 
adults only. It is well known that the vast ma- 
jority of fractures of the lower extremity of the 
humerus in children are either of the supra- 
condylar or condylar type. T- or Y-fractures 
of the humeral condyles comprise only 3 per 
cent of all fractures of the condyles them- 
selves, and less than | per cent of all fractures 
of the lower end of the humerus in children 
(Boyd and Altenberg!). On the other hand, 
the distribution of fractures of the humeral 
condyles in the adult is entirely different as 
to type and incidence. 


Classification of Fractures 
of the Condyles of the Humerus in Adults 


I. Articular surface uninvolved (less than 
5 per cent). 
a. Transcondylar, usually due to direct 
trauma, and often compound. 
b. Internal epicondylar, ordinarily an 
avulsion injury. 
II. Articular surface involved. 


a. Oblique intra-articular fracture, usual- 
ly the result of direct trauma, and 
frequently compound (less than 5 per 
cent). 

b. Anterior shear fracture of the capitu- 
lum. This fracture is the resuli of 
force transmitted through the head of 
the radius to the semiflexed elbow, 
shearing off a segment of the anterior 
portion of the capitulum (10 per 
cent). 

c. T- or Y-fracture of the condyle. This 
fracture is the result of a direct blow 
on the flexed elbow. The olecranon 


*Read before the Section on Orthopedic and Traumatic Sur- 

gery, Southern Medical Association, Forty-Eighth Annual Meet- 
ing, St. Louis, Mo., November 8-11, 1954. 

+From the Campbell Foundation and the University of Ten- 
nessee College of Medicine, Memphis, Tenn. 


or coronoid process acts as a wedge 
which breaks the condyles apart (50 
per cent). 


d. Comminuted fracture of the condyle 

a per cent). 

1. Due to direct trauma (a more 
severe stage of II, c). 

2. “Sideswipe injury,” often com- 
pound, and frequently associated 
with fractures of the upper end of 
the radius and ulna. 


General Considerations 


Anatomically, the elbow is an extremely 
complicated joint. A relatively mild disturb- 
ance in the precise anatomy of the joint often 
interferes with its function to a major degree. 
Thus, the anatomy of the joint must be re- 
stored as perfectly as possible if near-normal 
function is to be regained following injury. 
These fractures possess no natural stability. 
As a consequence, manipulative reduction 
and external fixation are undependable, and 
are responsible for a substantial portion of 
the poor results of treatment. 

Fortunately, the operative approach to the 
joint is simple and relatively bloodless. Prac- 
tically any patient who is a reasonably good 
risk for a general anesthetic will be a satis- 
factory candidate for operative restoration of 
the joint. 


Residual Disability and Its Causes 


I. Limitation of motion, due to:— 

A. Mechanical block, resulting from 
joint incongruity and offset. 

1. The “Inverted-V” deformity of 

the condyles in T- and Y-fractures. 

2. Bony offset, or “step,” as in shear- 

ing fractures of the capitulum. 
3. Gross joint irregularity and incon- 
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gruity in 
fractures. 


comminuted condylar 


B. Obliteration of the olecranon fossa, 
1. By displacement of the condyles, 
2. Partial or complete obliteration of 
the fossa by callus or fibrous tissue. 
C. Periarticular fibrosis, resulting from 
the trauma of the injury, a “neo- 
phytic” surgical approach, poor sur- 
gical technic, prominent and protrud- 
ing plates, screws and pins, or infec- 
tion. 
II. Deformity. 
A. Real, due to angular bony malalign- 
ment. 
B. Apparent, due to persistent flexion 
contracture of the elbow. 
III. Pain is practically never a consideration, 
even in the most comminuted fractures. 
IV. Weakness, resulting from, 
A. Impaired joint mechanics, 
B. Muscle atrophy, secondary to im- 
paired joint function or disuse. 


Treatment 


The treatment of fractures of the humeral 
condyles must be individualized. However, a 
general plan of treatment can be outlined for 
each broad group. 


FIG. 
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Nonarticular fractures. A simple transverse 
or oblique condylar fracture may be treated 
by nonoperative measures if the olecranon 
fossa is not disturbed and the carrying angle 
is maintained. Malalignment is corrected 
quite simply by stabilizing the fracture with 
one or two properly placed screws, thus avoid- 
ing residual angular deformity. 

Avulsion fractures of the medial epicondyle 
are best treated by operative restoration where 
the fragment is large, or by excision of the 
fragment and resuture of the soft tissue attach- 
ments to the condyle where the fragment is 
small or comminuted. If the fracture involves 
the ulnar notch, the fragment should be ex- 
cised. It may be advisable, in some cases, to 
transplant the ulnar nerve forward in order 
to prevent a secondary ulnar neuritis. 

Intra-articular fractures. These fractures 
require anatomic reduction if normal or near- 
normal function is to be regained. 

a. Oblique intra-articular fractures of the 
condyles. These are frequently the result of 
direct violence, and thus are frequently com- 
pounded. The fragment must be anatomically 
replaced and fixed with a screw, since the 
articular surface is involved. 

b. Anterior shear fractures of the capitu- 
lum. The fragment varies in size. Even the 


(A) Anterior shear fracture of capitulum. (B) Complete restoration of function followed anatomic reposition. Screw and 


wire did not require removal. 
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largest is, in most instances, entirely intra- 
articular and covered with cartilage. Early 
open operation with definitive treatment is 
always necessary, for the results of nonopera- 
tive treatment and of late excision of the 
fragment are uniformly poor. 


If one can be certain that no other fractures 
are present and that there is no comminution, 
a straight lateral approach is adequate. Should 
there be any doubt at all regarding the nature 
or extent of the fracture, the posterior ap- 
proach, described below, must be used. 


Where the capitular fragment is small, it 
should be excised. Otherwise, if at all possible, 
it is fixed in anatomic position by means of 
a screw extending forward through the lateral 
condyle from its posterior aspect (Fig. 1). 
The capitular fragment is engaged by the 
point of the screw, but its articular surface is 
not disturbed. Should supplementary fixation 
be necessary, either small wire loops or a fine 
Kirschner wire are useful. The latter is 
drilled through the articular cartilage into 
the condyle, cut off level with the cartilagi- 
nous surface, and countersunk, in the manner 
to be described below. 


If the capitular fragment is comminuted, 
the fragments are removed. Where the con- 
dylar defect is large, and where the articular 
cartilage of the radial head is severely dam- 
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aged, the head of the radius is excised in order 
to prevent radiohumeral incongruity, late 
traumatic arthritic changes and partial anky- 
losis. 

c. T- or Y-fractures. The following methods 


have been used in the treatment of both the — 


T- or Y-, and comminuted fractures of the 
condyles of the humerus. Each method has a 
variable but specific sphere of usefulness. 


(1) Manipulation and plaster immobiliza- 
tion. This is the method of choice where 
there is extreme comminution of the condyles 
in (a) the elderly, poor risk patient, (b) the 
younger patient with a severe sideswipe in- 
jury, probably with comminution of the 
olecranon, or (c) the patient with a severe 
soft tissue injury, or severe injuries elsewhere, 
which preclude open operation (Fig. 2, A and 
B). This method is superior to primary ex- 
cision of the condyles above the level of the 
epicondyles, which always results in a flail, 
weak joint (Fig. 2, C). 

(2) Manipulation and skeletal traction. 
The articular restoration is generally no bet- 
ter than where simple plaster immobilization 
is used. Actually, the olecranon traction is 
exerted through the lateral ligaments and, if 
anything, serves to increase the rotation of 
the condyles. 


(3) Collar-and-cuff sling, with early joint 


FIG. 2 
| 
T--48 (2-9-48 
(A and B) Severe compound sideswipe injury, Conservative tratinent preserved Now sustavie 10. ds tit. 


(Reprinted from Speed, J. S$: Surgical Treatment of Condyla F:actures of the Humerus, American Academy of Orthopaedic 


Surgeons, Instructional Course Lectures, Vol. VII, 1950, J. 


sult, elbow flail. 


Edwards, Publisher, Inc.) (C) Primary resection. Poor re- 
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mobilization. Evans calls this the “bag of 
bones” technic. Although a surprisingly good 
result is very occasionally obtained where 
comminution is extreme in the elderly, this 
is the exception rather than the rule. 

(4) Open reduction, with assembly of the 
condylar articular surface. This may be fol- 
lowed either by immobilization of the fracture 
for three weeks, with the elbow in flexion 
(Evans), or by skeletal traction through the 
olecranon until the metaphyseal fracture has 
united. This method is occasionally the most 
satisfactory form of treatment where condylar 
alignment can be restored, but the metaphysis 
is so comminuted that stable fixation is not 
possible. 

(5) Anatomic open reduction, firm, buried 
internal fixation and early, judicious mobiliza- 
tion of the joint. This, in our opinion, is 
the treatment of choice for all T- and Y- 
fractures, and for those comminuted fractures 
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where the condylar fragments are of sufficient 
size and include enough of the articular sur- 
face to permit a reasonable anatomic restora- 
tion of the joint. 


The initial radiographs rarely show the 
extent of bony comminution, much less the 
exact planes of the fracture lines. An accurate 
plan of operation cannot be formulated until 
the fracture has been visualized and reduced. 
A full complement of internal fixative ma- 
terials must be available, including long wood 
type screws, plates and appropriate screws, 
fine wire, Kirschner wires, and fine and coarse 
threaded wires. Since it is often necessary to 
use more than one type of fixative agent, it 
is best that all the materials used for internal 
fixation be made of stainless steel. 


The patient is anesthetized in the supine 
position, intubated, and then turned to the 
prone position. The arm is supported on a 
short armboard extending out to the elbow, 


FIG. 3 


(A)_ Proper positioning of patient. (B) Tongue of triceps tendon dissected distalward: triceps muscle beneath split in 


midline and dissected laterally. (Reprinted from Speed, 


J. S.: Surgical Treatment of Condylar Fractures of the Humerus, 


American Academy of Orthopaedic Surgeons, Instructional Course Lectures, Vol. VII, 1950, J. W. Edwards, Publisher, Inc.) 
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FiG. 4 


(A and B) T-fracture of condyles with fracture of medial epicondylic ridge. Note fixation of this fragment. At 18 months, 
motion from 45 to 170 degrees. Extension would probably have been greater had tip of olecranon been more generously 
excised. (C) Lateral view of elbow, postoperative, showing extent of optimal excision tip olecranon. 


and the forearm is allowed to drop toward 
the floor (Fig. 3, A). A pneumatic tourniquet 
is always used unless circulatory embarrass- 
ment is present. The forearm and hand are 
encased in sterile drapes to permit manipula- 
tion of the arm during the course of the 
operation. 


Adequate exposure is absolutely necessary. 
All of the fragments must be completely 
visualized. The Campbell posterior approach 
is used routinely, for it is safe, it adequately 
exposes the fracture, and it allows easy in- 
sertion of internal fixation. The ulnar nerve 
is isolated and retracted. A single lateral, or 
a combination of medial and lateral longi- 
tudinal incisions should never be used, for 
they do not give an adequate exposure. 

A posterior curvilinear incision is employed 
extending from a point three inches above to 
one inch below the olecranon. The skin and 
subcutaneous tissues are dissected from the 
triceps tendon. A tongue of triceps tendon 
is now dissected downward to the olecranon 
(Fig. 3, B), and the triceps muscle in the 
lower one-fourth of the arm is split longi- 
tudinally down the midline. Joint exposure 
is completed by lateral dissection to the epi- 
condyles. The ulnar nerve is isolated and re- 
tracted from its bed by means of a small Pen- 
rose drain or a moist tape. Although all rea- 
sonable effort should be made to preserve the 


soft tissue attachments of the various bony 
fragments, it is of much greater importance 
to obtain an adequate exposure. One should 
err on the side of a wide exposure rather than 
a small one. We have encountered no instance 
of avascular necrosis when entire condylar 
fragments have been divested of all soft tissue 
attachments, either at the time of injury or 
by the necessary surgical dissection. 

The following routine must be followed in 
assembling the fragments if the final result 
is to be an anatomic reduction which is so 
stable that active joint mobilization may be 
safely started as soon as the wound is healed. 
The fragments are assembled in an orderly 
manner which will progressively reduce the 
number of fracture lines, and thus simplify 
the problem as the operation proceeds.. The 
first step is to anatomically reduce and fix 
the condylar fragments. This restores the con- 
gruity of the elbow joint, and prevents con- 
dylar angulation (the “inverted-V” deformity) 
due to the pull of the forearm flexor and ex- 
tensor muscles over the fulcrum of the coro- 
noid and olecranon processes of the ulna. 
There are ordinarily two condylar fragments, 
although on occasion there may be more. The 
fragments are held in the reduced position by 
means of a Lewin clamp, while a hole is 
drilled in a transverse direction through the 
condyles distal to the level of the epicondyles, 
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and from the smaller to the larger fragment. 
A long wood type screw is now inserted, this 
type screw being preferred because its point 
permits it to “feel” its way and burrow 
through cancellous bone with much more ease 
than a blunt-pointed screw. If the condyles 
tend to rotate on the transverse screw, a small 
threaded wire is inserted in a transverse direc- 
tion, parallel with the screw. The wire is 
clipped off even with the bone and the screw 
is tightened so that its head is level with the 
condylar cortex. The point of the screw must 
not protrude. If there are, in addition, one or 
more small tree articular fragments, each is 
replaced and held by a fine Kirschner wire 
drilled through the fragment into the condyle. 
The wire is cut flush with the surface of the 
cartilage and is countersunk with a small car- 
penter’s nail set. Next, the assembled condylar 
fragments are reduced onto the metaphysis 
of the humerus. This is the second step. In 
order to obtain firm fixation, a screw or 
heavy, coarsely threaded wire must extend 
obliquely upward from each condyle at the 
epicondylar level, and engaging the opposite 
cortex (Fig. 4). This detail may be varied in 
some instances due to the anatomy of the 
particular fracture, but it is never omitted. 
Whenever double fixation of the condylar 
fragment to the metaphysis is neglected, there 
is real danger that the fracture will come 
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apart in the immediate postoperative period. 
This method of triangular screw fixation is 
basic to the successful treatment of these frac- 
tures. Accessory screws, inserted in an antero- 
posterior or oblique direction, are often neces- 
sary to supplement the triangular screw fixa- 
tion. In addition to the two condylar frag- 
ments, there may be a separate medial 
fragment comprising a major portion of the 
medial epicondylic ridge. Where present, this 
fourth fragment must be firmly fixed to the 
shaft, for the medial epicondylic ridge is one 
of the two buttresses or “legs” upon which 
the reassembled condyles must rest. Where 
this buttress or “leg” is not firmly restored, 
condylar fixation on that side must depend 
upon the oblique screw fixation alone, un- 
aided by the normal bony buttress. A pointed 
or beak-like fragment, particularly if on the 
proximal end of the medial condylar frag- 
ment, cannot be depended upon for fixation, 
for such fragments often break off. 


Nonunion, although rare, may occur in the 
supracondylar region. It practically never oc- 
curs between the condylar fragments if they 
have been anatomically reduced and ade- 
quately fixed. If the metaphysis is extremely 
comminuted, cancellous medullary bone, pref- 
erably from the ilium, is packed into the 
defects. The graft material must not extend 


FIG. 5 


(A) Note separate fragment from medial epicondylic ridge. Stable fixation; further improvement after removal of plate and 
screws. (B) Inadequte fixation of a fracture similar to that in figure 4. (C) One month after inadequate fixation (Fig. 


5, C). (Reprinted from Speed, J. S.: 


Surgical Treatment of Condylar Fractures of the Humerus, American Academy of Or- 


thopaedic Surgeons, Instructional Course Lectures, Vol. VII, 1950, J. W. Edwards, Publisher, Inc.) 
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above the level of the adjacent cortical 
surfaces. 

Infinite variations in technic are not only 
possible but necessary; here the orthopedist’s 
ingenuity is often exercised as nowhere else. 
Fine wire loops may be used, and threaded 
wires are often of great value. Metal plates, 
particularly the Y-plate, should never be 
used unless absolutely necessary (Fig. 5, A). 
Knowles pins are easy to insert, but are un- 
desirable because of their large heads, fine 
threads, and only partly threaded shafts (Fig. 
5, B and C). In the elbow, just as about the 
knee, foreign objects, which project above the 
bone, such as plates, the heads of Knowles 
pins, and unduly prominent screw heads are 
irritative and interfere with the restoration of 
joint motion. The aim is to use adequate, 
completely buried internal fixation which 
will permit early, active rehabilitation. Any 
protruding and prominent internal fixative 
agents, whether plates and screws or Knowles 
pins, should be removed,—early, if prominent 
and unduly irritative, and later if only mini- 
mally irritative. Not infrequently, it has been 
noted that joint motion wiil return rapidly 
following the removal of a_ prominent 
Knowles pin or of a plate and screws, whereas 
prior to that time, progress was at a stand- 
still and there was but a few degrees of 
motion. 

Extension is ordinarily limited to a rela- 
tively greater and more disabling degree than 
either flexion or rotation. Excision of a sub- 
stantial portion of the olecranon is an ac- 
cepted procedure for certain olecranon frac- 
tures. Here, the routine excision of a gener- 
ous portion of the olecranon will minimize 
any limitation of extension due to oblitera- 
tion of the olecranon fossa. 


The tourniquet is now released, complete 
hemostasis is obtained, and the incision is 
closed with interrupted, nonabsorbable su- 
tures. Either cotton, silk, or fine steel wire 
may be used, except when the wound is com- 
pounded and is potentially infected. In this 
situation, stainless steel sutures are preferable. 
The postoperative reaction and periarticular 
thickening is reduced by the use of nonabsorb- 
able sutures in lieu of catgut. An interrupted 
closure, although time-consuming, permits 
earlier motion than when continuous sutures 
are used. 
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Postoperative immobilization should con- 
sist of, (a) a light posterior plaster splint ex- 
tending from the posterior axillary fold to the 
level of the metacarpal necks, held in place 
by a cotton elastic bandage, and (b) an abduc- 
tion humerus splint to prevent rotational 
stress upon the fracture site. If the wound is 
well healed and the roentgenograms reveal 
secure anatomic fixation of the fracture, a re- 
movable posterior splint with straps and 
buckles, or a light posterior plaster long arm 
splint is applied two weeks after operation. 
An active rehabilitation program is now be- 
gun. This should consist of hot wet packs 
and massage, followed by gentle but pro- 
gressive active exercises to strengthen the 
elbow flexors and extensors, and the flexors 
and extensors of the hand and wrist. Both 
groups are of equal importance in the de- 
veloptaent of elbow motion. Forced active or 
passive motion is never permissible; it can 
only serve to invoke a chain reaction of peri- 
and intra-articular hemorrhage and fibrosis, 
with increased joint irritability, and usually 


FIG. 6 


Completely inadequate fixation. Note offset on articular 
surface. 
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results in a decreased rather than increased 
range of motion. Likewise, manipulation un- 
der anesthesia is never indicated. Repeated 
intra-articular injections of hydrocortisone 
will probably hasten the convalescence. 

The posterior splint is continued at night, 
and during the day whenever the patient 
might inadvertently injure it, until the frac- 
ture is well consolidated and a fair range of 
motion has been regained. 

d. Comminuted fractures of the humeral 
condyles. It is often surprising how satisfacto- 
rily even the most comminuted fractures can 
be restored by open operation. On the other 
hand, the result is sometimes very disappoint- 
ing. If, however, the normal contour of the 
condyles can be restored, they may often be 
fixed with fair security to the metaphysis with 
either threaded or Kirschner wires, where 
screw fixation is not feasible. This is done 
with the knowledge that although settling will 
occur, the general alignment of the humerus 
and its articular surface will be retained. The 
wires are removed after the fracture has 
united. An alternative to this is to employ 
Kirschner wire skeletal traction through the 
olecranon, following assembly of the condyles. 

Resections should never be _ performed 
above the level of the epicondyles (Fig. 2, C) 
because further absorption and gross instabil- 
ity inevitably follow. It is far better to as- 
semble the fragments as well as possible and, 
after the fractures have consolidated, to per- 
form an arthroplasty of the joint. Many side- 
swipe fractures are of this type, usually com- 
plicated by fractures of the upper forearm. 
If at all possible, the olecranon should be pre- 
served, for without it joint stability and 
strength can never be restored. Primary re- 
section of the condyles and of the olecranon 
is categorically condemned. 


Conclusions 


With few exceptions, early anatomic open 
reduction is the treatment of choice for artic- 
ular fractures of the humeral condyles in the 
adult. The technic is exacting, since an im- 
perfect reduction is usually followed by a less 
than satisfactory result. This, then, is a 
method which requires proper surgical equip- 
ment, adequate assistance, a skillful and metic- 
ulous operative technic, and good surgical 
judgment. 
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Discussion (Abstract) 


Dr. W. Kelly West, Oklahoma City, Okla. It is 
plain that there can be much difference in opinion 
regarding the subject of the treatment of comminuted 
fractures of the lower end of the humerus. ‘The reason 
is that no matter what treatment is carried out the 
results are often disappointing. 

The cases presented by Dr. Knight are the most 
severe type. I congratulate him on the reduction and 
fixation of this type of fracture. | wonder whether 
in some of the cases wire traction through the 
olecranon could be used rather than the introduction 
of so much metal fixation. 


In making this suggestion it does not apply as 
much to Dr. Knight or orthopedic surgeons of similar 
qualifications as to the surgeon who only has an 
occasional case of such magnitude. There are always 
hazards in such major bone surgery such as infection, 
injury of the nerve trunk and damage to the blood 
supply which may result in disability of the forearm 
and hand. 


Dr. Knight (closing). I should like to thank Dr. 
West for his discussion. In a condition such as this, 
as Dr. West said, the results are frequently disap- 
pointing, and there are many ideas and many methods; 
usually, no general agreement is reached. In_ this 
study, I could not give a statistical analysis of our 
results; sometimes they are very boring and time 
was limited. I may say, however, that our results have 
been definitely better with open reduction than when 
we have used the more “conservative” or nonoperative 
methods, allowing the inverted -V deformity to persist 
and leaving the patient with a weaker and more 
limited, or partially limited ankylosed elbow joint. 


When I mentioned primary resection of the humeral 
condyles, I meant complete resection of the total 
joint, which is so tempting to do when one has a 
severe comminuted compound injury to deal with. 
It looks as if it is nothing but a mass of bloody, 
soiled bone fragments, from which nothing can be 
made. But those of you who have seen the result 
of a total joint resection are aware of the poor result; 
even if you have a partial or even a complete anky- 
losis, at least you save stock for something else later. 


Here is the last slide, the patient Dr. West referred 
to. I show this slide as an example of how much of 
the olecranon should be resected. The only way I 
know how to determine how much olecranon is to be 
resected is to study the articulated skeleton and see 
at what point extension is limited when the tip of 
the olecranon must go into the olecranon fossa. 
Actually, it is at about 135 degrees, at which point 
the olecranon begins settling into the fossa. If the 
fossa is obliterated, there is a mechanical loss of that 
much extension. The elbow can normally flex to 
45 degrees above the right angle before the tip of the 
coronoid of the ulna goes into the coronoid fossa. 

As to the question of ulnar paresthesias and imme- 
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diate ulnar nerve paralyses, 1 can say we have had 
none of the latter. We have had, to my own knowl- 
edge, two instances of paresthesias, and according to 
the records I studied, two others; in all of these there 
was an encroachment upon the ulnar notch of the 
humerus. In this lady, the Kirschner wire barely goes 
into the ulnar notch, and she had no ulnar nerve 
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symptoms whatsoever (Fig. 4, B). If the ulnar nerve 
is temporarily removed and you visualize the ulnar 
notch you can preserve its integrity. Finally, with 
regard to anterior transplantation of the ulnar nerve, 
we have not done that as a primary measure in any 
instance. We have, however, considered it. In one case 
it was done as a secondary procedure. 


Intravaginal ‘Transplantation 


of the Ovary 


A. L. HERRING, JR., M.D., Richmond, Va. 


The author proposes a novel method of transplanting a diseased remaining ovary into the vaginal 
vault where it may be watched under direct vision. Subsequent removal, if necessary, 


is relatively simple. 


EVERY SURGEON who does gynecologic surgery 
occasionally is faced at operation with a sit- 
uation which requires the disturbing decision 
as to whether or not he should do a procedure 
which will leave a young woman a castrate 
with all of its implications. Usually such a 
patient is a woman in her late twenties or 
early thirties who, because of pelvic cellulitis, 
ovarian cysts, endometriosis, tumors, or pre- 
vious meddlesome surgery, has been subjected 
to pelvic laparotomy on one or more occa- 
sions. As a rule intractable pain has been 
the main reason for the previous operation or 
operations, although in many cases the indica- 
tions for such cannot be determined. 


Conservatism is to be respected and en- 
couraged particularly in the field of gyneco- 
logic surgery. This is stressed constantly in 
the literature. However, all too frequently the 
time comes when, after the failure of con- 
servative measures, laparotomy is done. ‘The 
surgeon then may find himself at an impasse 
in the presence of ovarian disease of such na- 
ture that he feels certain that the failure to 
remove the ovary or ovaries will lead to an- 
other operation. Nevertheless, he feels his 
patient is too young to be deprived of her 
ovaries. On the other hand she has already 
had one or more laparotomies and therefore 
the gynecologist will usually follow the line 
of least resistance, removing the remaining 


diseased ovarian tissue in the hope of avoid- 
ing further operations. 


In spite of the effectiveness of the various 
hormonal preparations, it is generally agreed 
they are not as desirable as the natural hor- 
mones secreted by functioning ovarian tissue. 
This premise has been partly responsible for 
the many ovarian grafting procedures which 
have been tried, free ovarian grafts having 
been transplanted into the rectus muscle, 
omentum, labia majora, and elsewhere. Good 
long-term results of such operations are rare. 
In some laboratory animals ovarian tissue has 
been grafted into the spleen, offering the sug- 
gestion that this might be tried in the human. 


Recently, I have had occasion to operate 
upon four young “pelvic cripples” and en- 
countered situations which presented the 
dilemma outlined above. On these four occa- 
sions I have utilized a simple technic which 
may have a place in the surgery of the ovary. 
A brief presentation of these four cases will 
illustrate the situation and the management 
employed. 


Case Reports 


Case 1. Mrs. C.W.L., aged 33, was first seen on May 
19, 1953, complaining of continuous dull aching pain 
in the left lower quadrant and left flank, with bouts 
of intensified pain accompanied by vomiting. 


The pain had been present almost constantly for 
four months. Mild menometrorrhagia had been pres- 
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ent for about one year. Several weeks previously she 
had been studied and observed in another hospital for 
two weeks and had been discharged unimproved. 

Past history revealed that she had had a sterilization 
procedure and an appendectomy. 

Examination was not remarkable except for a low 
grade fever, generalized abdominal tenderness more 
marked to the left of the umbilicus, and a low mid- 
line scar. Pelvic examination revealed mild cervicitis, 
a normal uterine fundus, and extreme tenderness and 
fixation of the adnexa, more pronounced on the left 
side. Laboratory studies were not abnormal. Retro- 
grade pyelograms made by Dr. W. R. Jones were re- 
ported as normal. 

Operation. On June 5, laparotomy was done. 
Many adhesions were encountered. Both ovaries were 
found to be adherent to the omentum, small bowel, 
and the posterior surfaces of the broad ligaments. The 
left ovary was twice its normal size, and after it had 
been dissected free from the structures to which it was 
tenaciously adhered it was considered to be too macer- 
ated and degenerated to be salvagable. The right 
ovary was slightly less diseased, containing large follic- 
ular cysts and old hemorrhagic cysts. The left tube 
and ovary, the whole uterus, and the right tube were 
removed. 


A large wedge was excised longitudinally from the 
right ovary thus removing most of the diseased and 
scarred portion. The ovarian remnant was recon- 
structed with fine interrupted cotton sutures, leaving 
the ovary about one-third its normal size. The 
infundibulopelvic ligament was found to be long 
enough to allow the ovary to be placed into the vault 
of the vagina without tension. The ovarian vessels, 
cardinal ligaments, and uterosacral ligaments were 
suture-ligated. The ovarian remnant was then placed 
into the vaginal vault. The anterior and posterior 
edges of the vaginal cuff were loosely approximated 
around the infundibulopelvic ligament with inter- 
rupted sutures in such a fashion as to prevent the 
ovary from retracting but not too snugly to com- 
promise its blood supply. The round ligaments were 
sutured to the vagina and peritonealization was ac- 
complished as in total hysterectomy (Fig. 1). 

Course. The patient made an uneventful recovery 
leaving the hospital on the eleventh postoperative day. 
She has been seen repeatedly in the office since the 
operation. On the first visit the ovary as visualized 
through a bivalve speculum was found to be the size 
of a golf ball with a red granular surface that bled 
easily. On subsequent visits the ovary was found to 
have decreased to its original size and had become 
covered by a very thin layer of vaginal epithelium, 
giving it a smooth pale appearance. She was last seen 
on September 27, 1954, at which time she stated that 
she was entirely free of pain, leukorrhea, dyspareunia, 
bleeding or other complaints. There were no meno- 
pausal symptoms and she was quite satisfied. 

Case 2. Mrs. K.L.B., age 32, had been sterilized six 
years ago. 

Three years later because of increasing dysmenor- 
rhea, menometrorrhagia, and painful fixation of the 
pelvic organs as found on bimanual examination, she 
was explored with a presumptive preoperative diag- 
nosis of endometriosis. (She had positive blood test 


SOUTHERN MEDICAL JOURNAL 


NOVEMBER 1955 


for syphilis.) At operation severe adhesions and 
chronic salpingitis were discovered. No endometriosis 
was present. The ovaries contained many follicular 
cysts and were not disturbed. The uterus was re- 
moved supravaginally as a sure way of relieving the 
dysmenorrhea and irregular bleeding especially since 
she had previously been sterilized. The cervix was 
coned out for chronic cervicitis. 


For two years she was symptom-free. In March, 
1953, she began to have pain in both sides of the 
lower abdomen. Both ovaries were found to be tender, 
the left one being the size of a lemon. She was seen 
at intervals until June, always complaining of in- 
creasing pelvic discomfort and missing time from 
work. 

Operation. On June 18, 1953, laparotomy was done. 
The left ovary was found to be completely replaced 
by a hemorrhagic cyst. The right ovary was firmly 
adherent to the wall of the pelvis and presented ad- 
vanced cystic degeneration. Again dense adhesions 
were present between it and surrounding structures. 
The left ovary was removed as was the cervical stump. 

The cystic portion of the right ovary was excised 
and the remnant placed in the vagina in the same 
fashion as in case 1. This ovarian remnant was of 
such poor quality that had it been left in the abdomen 
I am sure it would have given further trouble and in 
all probability would have led to another operation. 


Course. By July 13, 1953, the vaginal epithelium 
had almost completely covered the ovarian remnant. 
She was symptom-free until October 24, 1953, when 
she began to complain of a “pulling” pain in the 
right side. Examination revealed an ovarian cyst in 
the ovarian remnant, and 6 cc. of straw-colored fluid 
were aspirated from it through a large spinal needle. 
This was repeated on October 26, when 10 cc. of 
serosanguinous fluid were aspirated, and again on 
October 30, when another 10 cc. of the same type of 
fluid were obtained. She was symptom-free again un- 
til April, 1954, when it was necessary to aspirate the 
ovary on two occasions. Relief was obtained again 
until June, 1954, when again the ovarian remnant 
was found to be cystic and was aspirated. This was 
repeated twice in September. 

On October 2, 1954, she was married and soon pre- 
sented herself again complaining of dyspareunia. It 
was agreed to observe the situation for one more 
month and if she had not obtained spontaneous relief 
by the end of that time the ovary would be removed 
vaginally. Accordingly, since dyspareunia was still 
severe and she again had recurrence of the old pain 
in the right lower quadrant, on November 6, 1954, the 
ovarian remnant was removed. This was done by a 
simple vaginal procedure consisting mainly of finger 
dissection of the ovarian remnant and ligation of its 
pedicle. The pathologic report was hemorrhagic cyst 
of ovary. 

She made an uneventful recovery and returned to 
work on November 16. On November 24, she was 
examined in the office and was found to be symptom- 
free. The vaginal vault had healed almost completely. 

Case 3. Mrs. L.H.I., aged 34, had had an ap- 
pendectomy, bilateral salpingectomy, suspension of the 
uterus, and bilateral subtotal resection of the ovaries 
because of ovarian “cysts” about ten years earlier. 
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On October 28, 1946, she had another pelvic operation 
for lysis of adhesions and left oophorectomy. 
Intermittently since the last operation she had had 
irregular menstural periods, severe dyspareunia, and 
an almost constant nagging pain in the right lower 
abdomen. Examination revealed a tender fixed right 
ovary, 
Operation. 
was done. 


On October 12, 1953, a laparotomy 
Adhesions were again encountered and a 
fixed badly diseased right ovary was found. This 
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was freed and its more diseased portions resected. A 
total hysterectomy was done and the ovarian remnant 
was placed in the vagina as in the other cases. 
Course. Postoperatively the ovary went through the 
usual sequence of events of subsidence of swelling and 
cessation of vaginal discharge after the ovary had be- 
come completely covered by a thin layer of vaginal epi- 
thelium six to eight weeks postoperatively. On De- 
cember 28, 1953, there was a bleeding spot on the 
surface which may have represented ovulation. This 


FIG. 1 
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This shows a right ovary, resected subtotally, being placed into the vaginal vault. The vaginal cuff will be closed with 
interrupted sutures and peritonealization will be accomplished as in total hysterectomy. 
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healed spontaneously. On several examinations since 
then, the last being on November 9, 1954, the ovarian 
remnant has been very small and nontender. The 
patient has remained symptom-free and is satisfied 
with the result of the operation. 

Case 4. Mrs. M.H.O., age 26, had had her left tube 
and ovary and appendix removed on April 12, 1948. 
Several years later she had a part of the right ovary 
removed. 

Since then she had had chronic pain in the right 
lower quadrant, dysmenorrhea, and occasional menor- 
rhagia. On October 19, 1953, the right ovarian rem- 
nant was found to be the size of a lemon and very 
tender. 

Operation. Since the symptoms persisted, when a 
pelvic laparotomy was done on February 23, 1954, a 
situation identical to that described in case 3 was en- 
countered and handled in the same fashion with an 
uneventful postoperative course. 

Course. She has been seen upon frequent occasions 
and has been free of pain. Her only complaints have 
been transient spells of leukorrhea and slight vaginal 
spotting on several occasions. On examination the 
ovarian remnant retains its original size and is non- 
tender. About three months postoperatively a small 
cystic area in the ovarian remnant was aspirated. 
This has since shown no sign of recurrence of ac- 
cumulation of fluid. 


Comment. Four cases have been presented 
to illustrate a method of preserving a func- 
tioning though diseased ovary, under circum- 
stances in which its removal would have cas- 
trated a young woman. As far as I know this 
simple procedure has not been attempted be- 
fore. It obviously is impossible to determine 
in so short a period of time whether an 
ovarian remnant can permanently function 
in this ectopic environment. Likewise, it is 
fully appreciated that four cases are too few 
upon which to base any final opinions. How- 
ever, I believe this idea is worthy of further 
clinical investigation. It must be granted 
that a young woman is more “female” with 
than without functioning ovarian tissue, and 
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it seems logical to assume that ovarian tissue 
with its biood supply intact offers a better ar- 
rangement than any conceivable free ovarian 
graft. 


The distinct advantages of this method of 
avoiding or delaying castration of an unfor- 
tunate young woman with almost hopeless 
ovarian disease are that after operation the 
ovary can be observed under direct vision, 
cysts can be aspirated, and if the situation be- 
comes entirely hopeless the remnant can be 
removed by a simple vaginal procedure rather 
than by another laparotomy. Needless to say, 
intriguing possibilities are offered for the 
study of certain aspects of ovarian physiology 
m situ. 


Potential disadvantages of this procedure 
which should be mentioned include the pos- 
sibility of ovarian pregnancy, severe hemor- 
rhage with ovulation (if the remnant ovu- 
lates), hemorrhage after intercourse, leukor- 
rhea, and dyspareunia. Three of the four 
cases presented are without any of these symp- 
toms at present and the fourth has been re- 
lieved by a simple or minor operation. 


Whenever this procedure is performed it 
should be made perfectly clear to the patient 
exactly what was done, since if she should con- 
sult another physician he might, unless en- 
lightened, be considerably dismayed by what 
he finds in the vaginal vault. 


Conclusion 


An operative procedure has been described 
for transplanting a remaining and diseased 
ovary into the vaginal vault. Here it can be 
observed under direct vision and be removed 
subsequently, if necessary, by a_ relatively 
minor operation. 


MEXICO 


Official tour folders, describing the post convention tour to Mexico 


following the 1955 Annual Meeting in Houston, are being mailed daily 


to each physician who applies for a hotel reservation in Houston. 
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Primary Sarcoma of the Liver: 
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Report of Three Cases 


HARRY M. SIMPSON, JR., M.D.,* Florence, Ala., 
ARCHIE H. BAGGENSTOSS, M.D., and 
MAURICE H. STAUFFER, M.D.,t Rochester, Minn. 


The authors 2dd three more cases of a rare entity to those already reported. 


IN A REVIEW of all the primary malignant 
neoplasms of the liver at the Mayo Clinic 
observed at necropsy, there were three cases 
of primary sarcoma. The available literature 
reveals that primary sarcoma of the liver is 
an uncommon lesion. In five standard text- 
books of pathology, the entire discussion of 
this neoplasm was limited to the statement, 
“Primary sarcoma of the liver is a rare dis- 
ease.” 


In 1924, Jaffe’ collected data on 48 cases 
from the literature and added one of his own. 
In that same year, Goldstein? found data 
on 59 cases and added one of his own. In 
1939, Miller? collected data on 30 additional 
cases. In 1947, Shallow and Wagner estimated 
that there were fewer than 00 cases of pri- 
mary sarcoma of the liver in the world litera- 
ture. It was their opinion that more cases 
had been reported but that the apparent 
rarity was the result of confusion in classifi- 
cation because of the histologic similarity 
between highly anaplastic carcinoma and sar- 
coma, plus the difficulty in some instances 
of ruling out origin of the tumor from the 
diaphragm or thoracic wall. 


Because of the relative rarity of this lesion, 
the following cases are presented. 


Methods and Material 


These three cases were noted during a 
review of all primary malignant tumors of 
the liver between the years 1914 and 1953, in- 
clusive, in a total of 24,196 necropsies. In this 
study there were 45 cases of primary carcinoma 
of the liver. 

No case was accepted if there was reason- 
able doubt that the lesion was primary in 


*Formerly Fellow in Medicine, Mayo Foundation. 

+From the Sections of Pathologic Anatomy and Medicine, 
Mayo Clinic and Mayo Foundation (part of the Graduate 
School of the University of Minnesota), Rochester, Minn. 


the liver. Three other sarcomas apparently 
limited to the liver were rejected because 
it was felt that they may have represented 
a generalized neoplastic disease. One of these 
was Hodgkin’s sarcoma and the other two 
were reticulum cell sarcomas. 


All the gross specimens which had been 
saved at the time of necropsy and all of the 
histologic sections were examined. New sec- 
tions were made from the paraffin blocks of 
tissue for each tumor. Each section of neo- 
plasm was stained with hematoxylin and 
eosin. Gémori reticulum stain, Mallory phos- 
photungstic acid stain and Bodian stain were 
utilized when they were indicated. 


Report of Cases 


Case 1. Hemangiosarcoma. Four and a_ half 
months before admission, this 53 year old, white man 
had noted gradually increasing jaundice and pruritus, 
For four months he had noted dull pain in the right 
upper quadrant of the abdomen. For two weeks he 
had noted edema of the ankles, progressive dyspnea 
and difficulty from hemorrhoids. 

On examination, the patient was deeply jaundiced. 
There was dullness to percussion in the bases of both 
lungs posteriorly. A slight amount of ascites was 
present. The liver edge was 8 cm. below the right 
costal margin, and the spleen was palpable. There 
was moderate edema of the ankles. 


The results of laboratory studies were as follows: 
hemoglobin 47 per cent, urea 56 mg. per 100 cc., and 
total serum bilirubin 10 mg. per 100 cc. Urinalysis 
revealed albumin grade 2 and granular casts present 
in moderate numbers, and the results of a_ test 
for bile were positive. Roentgenologic examination 
of the chest revealed marked elevation of the right 
diaphragm. 

The patient was hospitalized, and his course was 
one of progressive hepatic and renal failure. The 
icterus deepened, and serum bilirubin rose to 27.2 
mg. and blood urea to 184 mg. per 100 cc. Terminally, 
more anemia developed, progressing to coma and 
death approximately five months after the onset of 
symptoms. 


Necropsy. There were ascites 


(500 cc. of fluid) 
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and hydrothorax (200 cc. of fluid) on the right. The 
spleen was markedly hypertrophied and weighed 1,015 
Gm. There were numerous recent ulcerations in the 
colon, and the kidneys were hypertrophied (418 Gm.) 
and _bile-stained. 


The liver weighed 6,770 Gm. (normal 1,700 Gm.). 
The left lobe was greenish brown and the right lobe, 
filled with tumor, was a mottled purple. On cut 
section the tumor measured 24 by 19 cm. and filled 
the right lobe (Fig. 1). The neoplasm was estimated 
to weigh 5,000 Gm. The globoid tumor was encap- 
sulated by a thin rim of compressed liver tissue. 
It was composed almost entirely of blood spaces 
of all sizes. In the center of the tumor was a fibrous 
mass 5 cm. in diameter. The only remaining func- 
tional liver tissue was limited to the left lobe, which 
measured 15 by 8 cm. No metastasis was noted. 

Histologic sections (Fig. 2, a) revealed that the 
tumor was made up predominantly of large vascular 
spaces containing partially or completely organized 
thrombi. Some portions of the neoplasm consisted of 
solid, cellular masses which invaded the hepatic 
parenchyma. The cell margins were poorly delineated 
and the cells were irregular in shape and size, but 
many were elongated and similar to fibroblasts or en 


Case 1, hemangiosarcoma of liver. 
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Case 1, hemangiosarcoma of liver. (A) Note thrombi in vas- 
cular spaces (hematoxylin and eosin; x350). (B) Cellular 
portion of tumor (hematoxylin and eosin; x350). 


dothelial cells. The cytoplasm 


was abundant and 
acidophilic 


(Fig. 2, b). The nuclei were intensely 
basophilic and varied from ovoid or elongated shapes 
with finely granular chromatin to bizarre, large forms 
with coarsely granular chromatin. Mitotic figures were 
infrequent. Much of the tumor was necrotic. 


The adjacent hepatic parenchyma revealed atrophy, 
degeneration and necrosis of liver cells in the centers 
of the lobules. Many liver cells were full of a 
granular brownish pigment. Bile thrombi were ob- 
served in the canaliculi. 

The following anatomic diagnoses were made: 
hemangiosarcoma of the liver; icterus grade 3; hyper- 
trophy of the spleen; hypertrophy (biliary nephrosis) 
of the kidneys (418 Gm., normal 300 Gm.); ascites; 
hydrothorax (right); acute ulcers of colon (uremic). 

Case 2. Fibrosarcoma. Three months before regis- 
tration, this 66 year old, white man had noted the 
onset of pain in the right upper quadrant of his 
abdomen on deep inspiration. One month later the 
pain became constant and dull, and persisted until 
admission. For two months the patient noted anorexia 
and weakness. Six weeks prior to registration, he noted 
the onset of jaundice. In the two weeks before his 
admission, his local physician noted progressive en- 
largement of the liver. The patient had lost 6 


pounds (about 2.7 kg.) during the illness. 


FIG. 2 
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Case 2, fibrosarcoma of liver. (A) Note interlacing pattern 
(hematoxylin and eosin; x60). (B) Higher magnification 
(hematoxylin and eosin; x350). 


The results of physical examination were negative 
except for jaundice and a large mass in the epi- 
gastrium extending to the umbilicus. 

Course. Surgical exploration revealed a liver cyst, 
which was drained. The patient did well until the 
sixteenth postoperative day, when he suddenly fainted. 
He went into shock, and progressive renal failure 
developed. Death occurred 48 hours later. 


Necropsy. When the abdomen was opened, gen- 
eralized peritonitis was noted. ‘This resulted from 
perforation of the jejunum at a point where it had 
been invaded by the neoplasm. The spleen was nor- 
mal. The liver was flabby and the right lobe was 
cystic; brownish fluid oozed from a stab wound in 
the cyst. Scattered over the liver were minute grayish 
lesions. Cut sections of the liver revealed a grayish 
cystic tumor 18 cm. in diameter in the right lobe 
with a necrotic center. There was metastasis to the 
regional nodes and omentum. 

Histologic Examination. The neoplasm was  sur- 
rounded by a zone of condensed hepatic tissue. The 
cells of the neoplasm were variable in size and shape, 
but most of them were elongated, with faintly baso- 
philic vesicular nuclei (Fig. 3, a and b). The cytoplasm 
was acidophilic and was prolonged into processes 
which intermeshed to form a syncytial type of ar- 
rangement. Frequently the cells were arranged so 
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that whorls were produced. In some areas, columns 
were cut transversely and cells appeared quite small. 
There were acellular areas containing a homogeneous, 
faintly acidophilic material suggesting serum. There 
was a rich capillary stroma with palisading of the 
cells around the capillaries to give a combed appear- 
ance. In some areas there were vascular slits lined 
by the tumor cells, but in most areas there was a 
definite endothelial lining to the vessels. Foci of 
necrosis were numerous. 


An elastic van Gieson stain revealed both mature 
and immature collagen present in the tumor. The 


FIG. 4 


Case 3. (A) perivascular sarcoma invading portal vein. 


(B) Note perivascular pattern (hematoxylin and eosin; x60). 
(C) Higher magnification (hematoxylin and eosin; 350). 


FIG. 3 3 
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surrounding hepatic parenchyma revealed severe pas- 
sive congestion and centrolobular necrosis. 

The following anatomic diagnoses were made: fibro- 
sarcoma of liver with metastasis to omentum and 
regional lymph nodes; perforation of jejunum (neo- 
plastic invasion) with general peritonitis; chronic ulcer 
of duodenum; icterus. 

Case 3. Perivascular Sarcoma. This 76 year old, 
white man had had many admissions to the clinic 
for diabetes, coronary heart disease, cholecystitis with 
cholelithiasis and diabetic neuropathy. One year be- 
fore his final admission. cholecystostomy and choledo- 
cholithotomy were performed. The surgeon thought 
obstructive biliary cirrhosis was present at that time. 
One month before admission, the patient began to 
have recurrent bouts of upper abdominal pain. Jaun- 
dice developed and at examination a tender mass 
was noted; this mass extended to the umbilicus. 


Laboratory examinations revealed a concentration 
of hemoglobin of 60 per cent, blood urea 30 mg., 
sugar 316 mg. and serum bilirubin 9.7 mg. per 100 
cc., with a direct van den Bergh reaction. 

Course. Fever developed, and the patient became 
irrational and died in the hospital one month after 
admission. 

Necropsy. ‘The liver weighed 3,265 Gm. (normal 
1,800 Gm.) and revealed numerous nodules located 
predominantly in the right lobe. Some of the nodules 
were firm and white, while others were reddish and 
smooth. In some areas the nodules coalesced to form 
masses 3 to 4 cm. in diameter. The bile ducts were 
dilated, and many contained purulent material. Sur- 
rounding some of the ducts were abscesses 0.5 cm. 
in diameter. The portal vein was massively invaded 
both at its origin, near the head of the pancreas, and 
at the hilus of the liver (Fig. 4, a). The common 
duct was invaded by the tumor. The duodenum, 
hepatic flexure of the colon and gallbladder were 
connected with massive adhesions and there was meta- 
static involvement of these structures, the regional 
nodes, periaortic nodes and mediastinal nodes. 


Histologic Examination. The cells were small and 
closely arranged, with large basophilic nuclei and 
scanty eosinophilic cytoplasm. The cytoplasmic out- 
lines were indistinct. The cells varied considerably in 
size and shape but had a distinctive arrangement 
around venules (Fig. 4, b). Some had small, spindle- 
shaped, elongated nuclei, and some were irregularly 
oval with rounded nuclei (Fig. 4, c). There was scant 
stroma except for that furnished by the processes of 
the cells and the rich vascular network which tended 
to divide the tumor into incomplete lobules. In some 
areas there was central necrosis of the nodules. Ex- 
amination of others revealed that the reticulum fibers 
surrounded groups of cells but had no close relation- 
ship with the individual cells. The surrounding hepatic 
parenchyma did not appear to be compressed, but 
there were foci of necrotic liver cells. Thin finger-like 
processes of hepatic parenchyma could be found deep 
within the neoplasm. There was no evidence of cir- 
rhosis. 


The following anatomic diagnoses were made: peri- 
vascular sarcoma of liver with metastasis to lymph 
nodes and lung and invasion of portal vein; obstruc- 
tion of hepatic ducts with jaundice grade 3; choledo- 
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cholithiasis; suppurative cholangitis with abscesses of 
liver; atrophy of pancreas; coronary sclerosis grade 
3 with chronic infarction of myocardium. 


Comment 


Data on three primary sarcomas of the 
liver have been presented. All are quite dif- 
ferent both in their gross and histologic ap- 
pearance. This is not only true of the neo- 
plasms in this study but also of the reported 
cases. 

Age and Sex. The ages of the group in 
this series averaged 65.3 years. Herxheimer® 
noted that primary sarcoma of the liver was 
a disease of the very young and very old, 
with 25 per cent occurring in the first decade 
and 20 per cent in the seventh decade. Rolles- 
ton and McNee® found that 50 per cent of 
patients were less than 10 years of age. The 
average age for those older than 15 was 46.8 
years. Miller® noted that the tumors, when 
found in children, are quite mature and 
metastasis is rare. In adults, Kunstadter* noted 
that the tumors were quite similar histo- 
logically to those in children but exhibited 
a higher degree of malignancy, and this is 
evidenced by more rapid proliferation, more 
frequent appearance of mitotic figures and a 
greater tendency to local spread and distant 
metastasis. 

All the patients in this study were male. 
Herxheimer® in a review of 30 cases found 
a ratio of two males to one female. In Rolles- 
ton and McNee’s® series, however, slightly 
more than half were female. 

Histogenesis. Ewing’ stated that the true 
source of primary sarcoma of the liver has 
never been traced, though various opinions 
have been voiced in the literature. The fol- 
lowing are some of the suggested sites of 
origin of primary sarcoma of the liver: peri- 
vascular connective tissue,® the cellular ele- 
ments of vessels,!° the perilymphatic tissue’ 
and the wall of a cyst.* All of these have 
been reported and probably are sites of origin 
in some cases. A most provocative fact about 
sarcoma of the liver is that cirrhosis has more 
often been seen in association with it than 
with any other lesion. Jaffe’ and Herxheimer® 
each found cirrhosis to be present in ap- 
proximately one third of cases but none of 
our cases were associated with cirrhosis. Sar- 
coma occurring in children seldom is asso- 
ciated with cirrhosis.!? 
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Pathologic Features. A. Gross. The tumors 
occur in three main forms. 


1. Massive. This form occupies a whole 
lobe of the liver, and there may be smaller 
satellite nodules. This form was present in 
two of our cases. Frequently, there is much 
central necrosis of the tumor and it appears 
cystic as in case 2. Though none of the au- 
thors in the recent literature have reported 
pedunculated neoplasms, Pepere' reported 
that in 22 of 45 of his cases the neoplasms 
were pedunculated. 

2. Nodular. One of our cases was of this 
type. Nodules vary from miliary to 10 cm. 
in diameter. These nodules may be conglom- 
erate and form massive lesions. Eighteen of 
Pepere’s'® cases were of this type. This form 
is the most frequent type reported. 

3. Diffuse. Infiltration of sarcomatous 
tissue throughout the liver may occur so that 
the liver on cut surface may have an ap- 
pearance not unlike granite. 


The vascular tumors, which are by far the 
commonest type, are brownish or purple. The 
more malignant and solid ones appear gray 
or white. Often the tumors are fluctuant or 
soft, having a consistency similar to that of 
brain. On cut section the nodules appear red 
in the center, surrounded by a lighter yellow 
zone. Some appear as solid masses, and some 
are filled with partially clotted blood.? 


B. Histologic Features. Ewing* classified 
primary sarcoma as angiosarcoma, alveolar 
sarcoma, spindle cell sarcoma and round cell 
sarcoma. The great majority of cases of pri- 
mary sarcoma of the liver are of vascular 
origin. Because of this they may be further 
subdivided according to the classification of 
Ogilvie and Mackenzie™ into: 

1. Malignant angioma, that is, a_histo- 
logically benign tumor with metastatic lesions 
which also appear benign. 


2. Hemangio-endothelioma, histologically 


malignant whether metastasis is present or 
not. 

Miller? would add endothelioblastoma to 
include tumors which arise from the Kupffer 
cells. 

The other neoplasms (alveolar sarcoma, 
spindle cell sarcoma and round cell sarcoma) 
have the same morphologic features as those 
found in other locations.® 


Metastasis. Metastasis has been reported 
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by direct extension, implantation, and_vas- 
cular and lymphatic channels. Metastatic 
lesions have been noted to lungs, adrenals, 
pancreas, spleen, bones, skull, ribs, regional 
and retroperitoneal lymph nodes and skin. 
In approximately one-third of Kunstadter’s? 
cases, metastasis had been present. In two of 
our cases there was metastasis. 

Clinical Features. Kunstadter*? reviewed 
data on 14 cases and presented one of his 
own. In all of his cases the patients were 
children. Most had a large abdomen at birth. 
Disturbances of gastrointestinal function, that 
is, vomiting, constipation and abnormal 
stools, were frequently noted. An abdominal 
mass, often first noted by the parents, was 
usually present. Jaundice and ascites were 
present in only two cases. Death usually oc- 
curred before the sixth month. 


In adults the symptoms are ill defined, 
as may be seen with any rapidly growing 
neoplasm. Weakness, anemia, anorexia, dys- 
pepsia, enlarging abdominal mass, pain in the 
right upper quadrant with extension to the 
right posterior chest and shoulder have been 
reported. Jaundice is frequent, and is often 
caused by obstruction of the extrahepatic bile 
ducts. 


Laboratory findings in the reported cases 
have rarely been complete enough to be of 
importance. One would expect that the labo- 
ratory findings would be of no more value 
than they are in cases of primary carcinoma 
of the liver, in which the findings indicate 
severe liver disease but are not specific for 
the exact cause of the hepatic dysfunction. 

Treatment. In none of the cases that we 
reviewed was other than supportive treatment 
given. 

Summary 2nd Conclusions 


Data on three cases of primary sarcoma of 
the liver have been presented. A review of 
the literature indicates that primary sarcoma 
of the liver is quite rare and that it is often 
a disease of the very young and the old. 
Most of the neoplasms appear to be vascular 
in origin. In adults, cirrhosis is considered a 
frequently associated condition, although it 
was not present in any of our Cases. 
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Diverticula of the Small Intestine: 
Clinical and Surgical Aspects 


JAMES E. WATSON, JR., M.D., Houston, Tex. 


Though diverticula of the small intestine are common and most usually asymptomatic 
and of little significance, they occasionally may be responsible for disease 


which requires surgical intervention. 


As A CLINICAL and surgical problem, divertic- 
ula of the small intestine have within recent 
years assumed an_ increasing significance 
among gastrointestinal disorders. Not only 
has it been found that their incidence is ma- 
terially higher than was formerly believed, 
but that they are more often the source of 
symptoms. The difficulty with which the 
physician is confronted lies in those cases 
wherein the diverticula are associated with a 
psychic or functional disturbance, or an or- 
ganic disease elsewhere in the digestive sys- 
tem, thus requiring an evaluation of the role 
of the diverticula in the patient’s complaint. 
Diverticula of the small intestine are gen- 
erally classified as acquired, or primary, and 
congenital. The acquired type, by far the 
more common, is believed to be produced by 
herniation of the mucosa and serosa through 
the muscularis at the points of entry and 
emergence of the blood vessels, or, if situated 
in the ampullary region of the duodenum, by 
herniation at the entrances of the ducts. In 
size, they vary from that of a pea to that of a 
lemon. The majority of duodenal diverticula 
are single, whereas those situated in the je- 
junum and ileum are usually multiple. The 
incidence is highest in the duodenum and 


gradually decreases toward the ileocecal valve; 
acquired diverticula are seldom limited to the 
ileum alone. Occasionally, one finds duo- 
denal, jejunal and ileal diverticula in the 
same patient. 


A noteworthy feature of many cases is the 
association with diverticulosis of the colon, 
indicating a generalized weakness of the in- 
testinal musculature. The vast majority of 
patients with this type are between 50 and 
70 years of age, a fact which probably accounts 
to a considerable extent for the weakness of 
the intestinal wall and the frequent associa- 
tion with colon diverticulosis. There seems 
to be little or no difference in the sex inci- 
dence. 

Another variety of acquired diverticula, pro- 
duced by scarring of a healed duodenal ulcer, 
is often described. In reality, however, this is 
only a pseudodiverticulum, or distention of 
the bowel immediately distal to the cicatrice. 


Congenital diverticula differ from the ac- 
quired type in several respects. Being a de- 
velopmental anomaly, there is no herniation 
of the mucosa; instead, all the layers of the 
bowel are intact. As a rule they are single, 
of the Meckel’s type, and confined to the 


VOLUME 48 


ileum. Also, they are most often observed in 
children under the age of ten years, and pre- 
dominate in males. Rarely, a giant type is 
encountered, in some cases being so large as 
to amount to a partial duplication of the in- 
testine. A singular feature of a number of 
Meckel’s diverticula is the presence of ectopic 
pancreatic or gastric tissue within the sac. 
Pancreatic tissue in this location seems to be 
harmless; gastric mucosa, on the contrary, 
often leads to peptic ulceration. 


Because of t! ir wide orifices and the fluid 
nature of the intestinal contents, diverticula 
of the small intestine are unlikely to become 
symptomatic under normal functional con- 
ditions. Any disturbance of peristalsis, how- 
ever, May give rise to symptoms by inciting 
retention of material, stretching of the di- 
verticular walls, an inflammatory process and 
obstruction. Occasionally, an acute perfora- 
tion develops, or ulceration into an adjacent 
vessel produces hemorrhage. A few diverticula 
undergo malignant change. 


To a considerable extent, both the clinical 
and surgical features of intestinal diverticula 
depend upon their location, whether in the 
duodenum or in the jejunum and ileum. 


Duodenal Diverticula 


On the average, more than two-thirds of ac- 
quired diverticula develop on the concave 
border of the second portion,?* where they 
protrude into the head of the pancreas. A 
smaller number arise from the superior sur- 
face of the third and fourth portions and 
thus are covered by the transverse mesocolon. 
Those situated just proximal to the duodeno- 
jejunal juncture are most likely to be large 
and therefore to give rise to symptoms. Sel- 
dom are acquired diverticula observed in the 
first portion, and the congenital type are ex- 
tremely rare in any part of the duodenum. 

The fairly high incidence of duodenal di- 
verticula and their frequent association with 
other abdominal diseases have led clinicians 
and radiologists to regard them as of little 
significance in general, especially if single. It 
is probable, however, that 25 per cent or more 
produce symptoms. Whipple? states that ap- 
proximately 50 per cent are symptomatic. 


The complaint which most patients report 
is pain. The pain is intermittent, and may 
be vague or definite, mild or severe. Usually, 
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it appears an hour or two alter meals, is lo- 
calized to the epigastrium or right hypo- 
chondrium, and is accompanied by more or 
less tenderness in this area. Loss of appetite 
and weight, flatulence, and nausea without 
vomiting are commonly reported, and occa- 
sionally diarrhea. A few patients exhibit 
evidence of obstruction of the common or 
pancreatic duct from pressure upon these 
structures by the distended diverticulum. 

As a rule, the diagnosis may be established 
by fluoroscopy and roentgenography. Ten- 
derness on palpation of the diverticulum is 
further evidence of its diseased condition. 


Only a small proportion of duodenal di- 
verticula require surgical treatment. — Esti- 
mates vary, though Cattell and Mudge! placed 
the number at less than 5 per cent. The 
criteria for surgery consist of chronic symp- 
toms sufficiently severe to interfere with the 
patient’s normal activity, signs of pronounced 
obstruction or acute perforation, and hemor- 
rhage. The retention of barium within a 
diverticulum for a prolonged period is an 
additional indication. Before operation is 
undertaken, however, one must be fairly cer- 
tain that some other lesion of the gastroin- 
testinal tract, the biliary tract or the pancreas 
is not responsible for the disturbance. As a 
further precaution, an effort should be made 
to determine the influence of any existing 
psychoneurosis or functional disorder upon 
the patient’s symptoms. If no other explana- 
tion is found one should not hesitate to pro- 
ceed with the operation. 

The procedure of choice is excision of the 
diverticulum. Rarely, such measures as in- 
version, plication or anchorage of the sac, or 
a short-circuiting operation may be expedient. 

Diverticula on the right lateral or anterior 
surface of the duodenum are exposed with 
relative ease. Those on the posterior aspect 
of the descending portion usually may be 
reached by incising the peritoneum longi- 
tudinally just lateral to the duodenum and 
rolling the duodenum to the left. They are 
then freed from the pancreas by sharp and 
blunt dissection, always with care to avoid 
the pancreaticoduodenal artery which lies in 
this area. 

The surgical approach to diverticula im- 
mediately adjacent to the ampulla of Vater 
or the common duct, or on the medial surface 
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and in the substance of the pancreas is diffi- 
cult. The chief danger lies in the possibility 
of injury to the pancreatic and biliary ducts. 
The danger may be minimized, however, by a 
transduodenal exposure and the insertion of 
probes into the ducts or a T-tube into the 
common duct before elevation of the duo- 
denum. 


A diverticulum situated on the third or 
fourth portion of the duodenum may be ap- 
proached by elevation of the transverse colon 
and mesocolon and incision of the posterior 
peritoneum along the inferior aspect of the 
duodenum. The posterior surface is exposed 
by dissection of the duodenum upward. In 
this approach, injury to the middle colic ar- 
tery is a major consideration. 

When the diverticulum is fully visualized, 
one usually finds two or three blood vessels 
coursing parallel to the duodenum and enter- 
ing the sac on each side distal to the neck. 
These vessels should first be clamped, cut and 
ligated. A clamp is then applied transversely 
to the neck and the diverticulum is excised. 
The crushed stump is over-sewed with one 
row of fine catgut and reinforced with inter- 
rupted silk or cotton sutures. A drain is sel- 
dom necessary. 


The case described below is rather typical 
of a symptomatic duodenal diverticulum 
which was treated surgically, with a success- 
ful result. 


Case 1. The patient, a white woman aged 52 years, 
sought consultation in November, 1953, because of 
epigastric pain with radiation to the left subscapular 
region. The pain was intermittent, each attack last- 
ing for four or five hours, and was followed by a dull 
ache. The patient also complained of belching, dis- 
tention of the upper abdomen, and a qualitative food 
dyspepsia not quite like that associated with gall- 
bladder disease. These symptoms had been present 
for three months, though for several years she had 
been troubled with indigestion, heart burn and exces- 
sive gas on the stomach. 


Palpation of the abdomen elicited an ill-defined ten- 
derness in the right upper quadrant. The remainder 
of the physical examination revealed nothing of sig- 
nificance. The findings on studies of the blood were 
within normal limits. The stools were of good color 
and tests were negative for blood or parasites. 


Roentgenograms of the gallbladder made after the 
patient was given Priodax tablets were interpreted as 
follows: “The gallbladder concentrates well and there 
is no evidence of calculus formation. Response to the 
fatty meal is satisfactory. There is, of incidental inter- 
est, a diverticulum in the descending portion of the 
duodenum; apparently, the shadow is produced either 
by retention of an undigested Priodax tablet or by the 
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excreted gallbladder dye within the diverticulum” 
(Fig. 1). Roentgen studies of the entire gastrointesti- 
nal tract were negative except for a large diverticulum 
on the descending loop of the duodenum, pointing 
toward the gallbladder area (Fig. 2). In the colon film, 
the barium which had been given by mouth on the 
previous day was still observed in the diverticulum. 

The abdomen was explored through an upper trans- 
verse incision, both rectus muscles being divided. The 
gallbladder, common duct and stomach appeared to 
be normal. On the posterolateral wall of the second 
portion of the duodenum, below the level of the com- 
mon duct, there was a diverticulum extending toward 
the right. Its sac was approximately 2 cm. in size and 
its neck approximately 1 cm. in diameter. A few blood 
vessels coursing along the duodenum entered the sac 
in the midportion of its superior and inferior surfaces. 
On its right the sac was adherent to the adjacent 
structures. The remainder of the duodenum was 
normal. 


The blood vessels entering the diverticulum were 
first clamped, ligated and divided. A small Payr 
clamp was then placed across the neck, the sac was 
excised, and the opening closed with a double row of 
sutures. 

The patient’s convalescence was satisfactory in every 
respect and she has since been entirely free of any 
digestive disturbance. A roentgenogram of the up- 


per gastrointestinal tract made several months post- 
operatively showed no evidence of a diverticulum or 
other abnormality. 


Cholecystogram shows gallbladder outlined by the Priodax 
taken orally the previous evening; opaque media outside 
and below the gallbladder may be a Priodax tablet in the 
duodenal diverticulum. 
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FIG, 2 


Roentgenogram of upper gastrointestinal tract, shows the 
diverticulum on the posterolateral wall of the second por- 
tion of the duodenum. 


Diverticula of the Jejunum and Ileum 

Congenital or Meckel’s diverticula are 
found on the antimesenteric border of the 
small intestine, principally in the vicinity of 
the ileocecal juncture. Acquired diverticula, 
on the other hand, develop along each side of 
the mesenteric attachment. They may be con- 
fined to a short segment or may involve the 
entire length of the jejunum and ileum. Those 
limited to one segment, usually the most 
proximal, have been explained on the basis 
of a local dyskinesia and irregular peristalsis. 

Whatever their origin, retention of the in- 
testinal contents leads to changes similar to 
those observed in duodenal diverticula. Be- 
cause of the greater mobility of this portion 
of the intestine, however, acute obstruction is 
more likely from kinking due to adhesions, 
or from volvulus or intussusception in which 
a large diverticulum is usually the primary 
factor. In the congenital type, one at times 
finds an obstruction produced by kinking 
around a fibrous band connecting the apex of 
the sac with the abdominal wall. Hemorrhage 
and perforation are perhaps more often a 
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complication of a Meckel’s diverticulum hav- 
ing a lining of gastric mucosa. Malignancy, 
also, is probably more common in this type. 

Symptomatically as well as pathologically, 
diverticula of the jejunum and ileum resem- 
ble those of the duodenum, though the pain 
is lower in the abdomen, obstructive signs 
tend to be more pronounced and vomiting is 
more often a part of the syndrome. Congeni- 
tal or Meckel’s diverticula containing gastric 
mucosa distinguish themselves by the usual 
hunger pain of peptic ulcer, whereas in others 
the pain may be less definitely related to the 
ingestion of food. 


In the differential diagnosis one should 
take into consideration acute appendicitis, 
peptic ulcer, acute enteritis, diverticulitis of 
the colon, colitis, acute pancreatitis, obstruc- 
tion due to a tumor or strangulated hernia, 
and mesenteric thrombosis. children, 
mesenteric adenitis and blood dyscrasias also 
should be borne in mind. A low abdominal 
pain associated with the passage of blood in a 
child is strongly suggestive of an offending 
Meckel’s diverticulum. This is likewise true 
of peptic ulcer symptoms when no lesion is 
found in the stomach or duodenum. 

The diagnosis of acquired diverticula of the 
jejunum or ileum may usually be established 
by the roentgen demonstration of multiple 
fluid levels in the intestine while the patient 
is in the erect position. Meckel’s diverticula 
are less easily visualized; repeated roentgeno- 
grams at frequent intervals with the patient 
in all positions may be required. 

The majority of diverticula in these por- 
tions of the intestine are only mildly symp- 
tomatic and will respond to medical treat- 
ment. If the symptoms become severe or com- 
plications arise, however, surgery is usually 
one’s only recourse. A single diverticulum, or 
even several if scattered, may be removed by 
local excision. Multiple segmental diverticula 
call for resection of the involved segment of 
intestine and end to end anastomosis. If the 
process is more extensive, the resection must 
necessarily be limited to the portion contain- 
ing the largest diverticula. 

In order to minimize the danger of subse- 
quent constriction of the intestine, a technic 
of local excision somewhat different from that 
generally employed is desirable in the pres- 
ence of a diverticulum having a thickened and 
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indurated base. A crushing clamp is placed 
obliquely across the neck of the diverticulum 
from each side, the points of the clamps meet- 
ing to form a V in the intestinal wall. The 
diverticulum with the wedge-shaped segment 
between the clamps is then removed, and the 
defect in the intestine is repaired by the open 
method, This procedure is especially recom- 
mended for use in children.5 

The following case of Meckel’s divertic- 
ulum of the ileum containing gastric mucosa 
is reported because of the unusual findings.® 


Case 2. The patient, a 21 month old boy, was ad- 
mitted to the hospital because of severe abdominal 
pain, vomiting and fever. The pain, which was 
paroxysmal in type, had begun three hours previously; 
in the intervals between the paroxysms the child was 
fairly quiet. He had been given an enema and had 
passed flatus and a small formed stool, but no blood. 
A second enema returned clear. The family physician 
had examined him in the emergency room and had 
sent him into the hospital under a diagnosis of “acute 
surgical abdomen.” 

On examination, the patient appeared pale and 
acutely ill. His rectal temperature was 100.4°F. The 
abdomen was slightly distended, diffusely tender and 
moderately rigid, the rigidity being more pronounced 
on the right; no mass was palpated. Rectal examina- 
tion revealed neither a mass nor visible blood. The 
urinalysis was negative. The leukocyte count was nor- 
mal, though the erythrocyte count was only 3,500,000 
and the hemoglobin 6.5 Gm. The tentative diagnosis 
was intussusception. 

A small nasogastric tube was Inserted and the pa- 
tient was given penicillin intramuscularly and a trans- 
fusion of 100 cc. of whole blood. He was then sent 
to the radiology laboratory. A scout film of the ab- 
domen showed an intussusception of the cecum, and 
serial roentgenograms of the intestine following a 
barium enema demonstrated, first, the intussusception 
and thereafter a progressive reduction of the invagi- 
nated segment. 

Although apparently considerably improved after the 
barium enema, the child was restless and continued 
to cry, and for this reason exploration was believed 
advisable. 


On opening the abdomen through a right rectus in- 
cision, free pus was encountered within the peritoneal 
cavity. Exploration revealed a Meckel’s diverticulum 
on the antimesenteric border of the ileum, approx- 
imately 12 inches from the ileocecal vaive. The diver- 
ticulum contained a perforation near its base, from 
which the intestinal contents were still escaping. The 
condition of the abdomen indicated a peritonitis of 
several hours’ duration. The ileal mesentery was 
edematous and acutely inflamed in the region of the 
diverticulum, producing fixation and partial obstruc- 
tion of the ileum. Proximal to the diverticulum, the 
ileum was distended, while distally it was collapsed 
and its serosa was congested from approximately 2 
inches below the diverticulum almost to the ileocecal 
valve. There was no residual intussusception. Since 
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the ileum at the level of the diverticulum was fixed 
by the inflamed mesentery, it was assumed that the 
terminal ileum distal to the diverticulum had intus- 
suscepted into the cecum and ascending colon by the 
force of hyperperistalsis incident to the inflamma- 
tory reaction and perforation. It was clear that the 
diverticulum itself had not been inverted into the 
ileum or otherwise been a part of the intussuscep- 
tion. 

Clamps were placed across the ileum one inch above 
and one inch below the diverticulum and the diseased 
portion with the diverticulum and its mesentery was 
excised. The intestine was then united by an open 
end to end anastomosis. Because of the acute con- 
dition, the abdomen was closed without further ex- 
ploration. A blood transfusion was given during the 
operation and the child was returned to his room in 
satisfactory condition. His postoperative recovery pro- 
ceeded without interruption. 

At his last examination, six months after dismissal 
from the hospital, the child appeared in good health 
and his mother reported that he had remained well 
in the interval. A roentgenogram made at that time 
demonstrated a normal ileum and colon. 


On pathologic study of the diverticulum, ectopic 
gastric mucosa was found at its base, the perfora- 
tion being at this point. Smears and cultures of the 
abdominal fluid revealed no bacterial organisms. 

Comment. This case is unique in that, al- 
though the Meckel’s diverticulum was compli- 
cated by the presence of ectopic gastric tissue, 
a peptic ulcer with perforation and an in- 
tussusception, the diverticulum was not in- 
cluded in the intussusception. The preopera- 
tive hypochromic anemia may have been due 
to chronic blood loss from the ulcer or to a 
deficient diet. 


Summary 


Diverticula of the small intestine deserve 
more than casual attention as a cause of 
symptoms, even if associated with some other 
abnormal condition of the digestive system. 
While the majority produce only mild symp- 
toms or none at all, they are more often the 
site of serious pathologic changes than is gen- 
erally believed. 


Since the primary factor in the develop- 
ment of pathologic changes within the diver- 
ticula is apparently a funtional disturbance 
and consequent retention of intestinal con- 
tents, one may assume that, if the process is 
sufficiently advanced to give rise to severe 
symptoms, it may in turn further aggravate 
the functional disturbance and thus become 
irreversible. Severe symptoms, therefore, are 
likely to be relieved only by surgery. Before 
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operation is undertaken, however, it should 
be clearly established that no other disorder is 
responsible for the patient’s complaint. Di- 
verticula complicated by chronic or acute in- 
testinal obstruction, or by perforation or 
hemorrhage obviously call for operative treat- 
ment. 

Two surgical cases are reported, one that 
of an adult with a duodenal diverticulum, the 
other that of a child with a Meckel’s divertic- 
ulum containing gastric mucosa and a_per- 
forated ulcer, and an associated intussuscep- 
tion in which the diverticulum was not 
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included. The latter case has been previously 
reported. 
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Axillary Polymastia: Report of Cases 


MORRIS W. DEXTER, M.D., and HELEN L. 'T. DEXTER, M.D.,* 


Clearwater, Fla. 


The anomaly of axillary polymastia is of importance in the 


differential diagnosis of tumors of this area. 


SUPERNUMERARY BREASTS and nipples are esti- 
mated to occur in approximately | per cent of 
the population. These are usually small, 
round, brown nevus-like structures with a 
surrounding dark areola, most common along 
the primordial milk lines. Axillary breasts are 
ordinarily larger and contain functional mam- 
mary glands but frequently lack an areola or 
nipple. The aberrant gland tissue may dis- 
charge its secretions either through the nipple 
of the normal breast by way of long com- 
municating ducts or through a separate local 
orifice. When drainage is impaired the aber- 
rant tissue becomes painful during lactation. 
Axillary polymastia has been reported pre- 
viously by Seitz,2, Anderson,* Gladstone,‘ 
Lake,®> McFarland,® Storey,? and others. In 
many instances these were thought to be 
lipomata until microscopic examination dis- 
closed the presence of mammary gland tissue. 

This report describes six cases of prominent 
axillary breasts seen during a two year period 
at the Cincinnati General Hospital and at the 


*From the Departments of Medicine and Dermatology, Uni- 
versity of Cincinnati School of Medicine, Cincinnati, Ohio. 


Health and Hygiene Division of the Cincin- 
nati Board of Education. 


Case Reports 


Case 1. O.M., a 20 year old negress, was first seen 
following her fourth pregnancy. She had become 
aware of the aberrant breasts at the time of puberty. 
With her first pregnancy they developed prominently 
and thereafter there was a further increase in size with 
each subsequent pregnancy. They became engorged 
and tender during the puerperium. These breasts had 
an areola but no nipple (Fig. 1) and did not lactate. 

Case 2. E.A., a 37 year old negress, first noticed her 
axillary masses at puberty. They became very prom- 
inent when she developed obesity. She was never 
pregnant. The breasts (Fig. 2) were asymptomatic. 

Case 3. F.R., a 34 year old negress, originally no- 
ticed a mass in her right axilla during her first preg- 
nancy. It increased in size during each of her five 
pregnancies and in spite of some lactation, became so 
indurated and painful in the postpartum periods as 
to require ice packs for symptomatic relief. Although 
this was the least conspicuous example in the present 
series (Fig. 3) it was the most troublesome. 

Case 4. S.C., a 30 year old negress, first noted the 
appearance of masses in both axillae during her first 
pregnancy. These aberrant breasts had both areolae 
and rudimentary nipples. During the puerperium of 
each of her seven pregn:ncies the breasts became en- 
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FIG. 1 


Case 1, axillary breasts. 


gorged and produced a milky fluid. 
were asymptomatic. 


FIG. 2 


Case 2, axillary breasts. 
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Otherwise they 


Cace 5. D.W., a 44 year old white multipara, had a 
mass of tissue in the right axilla which had been 
present since puberty. It was asymptomatic, but when 
the patient was 42 years old, both the right breast and 
the aberrant breast in the right axilla developed fi- 
brocystic disease and were excised. Microscopic ex- 
amination of the aberrant breast revealed a condition 
of adenofibromatosis with periductile connective tis- 
sue displacing the duct (Fig. 4). Two years later a 
similar condition developed in the left breast. 

Cave 6. A. J., a 44 year old colored multipara, first 
noticed an axillary mass on the right side in 1947 
It remained quiescent until 1952 when it suddenly 
became very tender. Upon examination in the hos- 
pital the mass was thought to represent a carcino- 
matous growth connected with the right breast. It 
was excised surgically. Microscopic examination re- 
vealed aberrant breast tissue instead of carcinoma. It 
was undergoing involution appropriate to the meno- 
pausal breast (Fig. 5). 


Practical Considerations 


Aberrant axillary breasts are frequently the 
object of misdiagnosis. In our own series (case 
6) one such breast was removed because it was 
mistaken for a carcinomatous mass. When 
the glandular element is minimal, they may 
resemble lipomata in appearance and consist- 
ency. However, if aberrant breasts are taken 
into diagnostic consideration, the history will 
usually suggest their true nature. They are 
apt to become conspicuous either at puberty 
or during pregnancy. When lactation occurs 
from the normal breast, the axillary breasts 
may either lactate also or become engorged 


Case 3, axillary breast. 
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Case 5, adenofibromatosis of aberrant breast tissue in axillary 
breast. 


and painful. Their individual behavior is 
dependent upon the proportion of acinar and 
ductal structures actually present in the aber- 
rant tissue, and upon the openings of the 
ducts. 


lin 


Case 6, menopausal involution of aberrant breast tissue in 
axillary breast. 
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There are many reports of benign and ma- 
lignant tumors in the axillary breast,’-!! the 
incidence being greater than in other forms of 
supernumerary breasts. This is explained by 
the fact that axillary breasts usually contain 
much mammary gland tissue. Except for re- 
tention cysts resulting from inadequate drain- 
age, the incidence of neoplasm in aberrant 
breast tissue in the axilla apparently is less 
than in the normally placed breast. 


Primary carcinoma resulting from malig- 
nant degeneration of mammary gland rests 
within axillary nodes must occur very rarely, 
for Stewart!” reports failure to find such rests 
in thousands of nodes removed during radical 
mastectomy. 


Surgical removal of axillary breasts is not 
necessary unless one of the following indica- 
tions listed by de Cholnoky! is present: 
(1) Pain during lactation; (2) tumors in aber- 
rant tissue; (3) inconvenience resulting from 
pendulous axillary masses; (4) esthetic fac- 
tors; and (5) neurotic symptoms, such as feel- 
ing like an animal. 


Summary 


Six cases of axillary polymastia are pre- 
sented. The importance of their differential 
diagnosis from neoplastic growths and lipo- 
mas is stressed. Indications for their re- 
moval are listed, the most necessary being pain 
and discomfort, or neoplastic growths. 


We are indebted to Dr. Edward Gall for his inter- 
pretation of the microscopic sections. 
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Acute Infection of Lumbar Inter- 
vertebral Disc Treated by Anterior 
Resection and Drainage: Report of a Case 


BRUCE M. CAMERON, LIEUT., MC, USNR, Houston, Tex., and 
THOMAS W. HOLMES, JR., LIEUT., MC, USNR, Denver, Colo. 


‘THis Case is reported because of its rarity and 
because the method employed proved simple 
and etfective. 

Operation on the body of a vertebrae for 
a disease process is an old procedure dating 
to 18845 when Treves reported that he had 
successfully approached the bodies of lumbar 
vertebrae through a posterior approach in 
cases of osteomyelitis and tuberculosis. Mul- 
ler in 1906° exposed the lumbar vertebrae 
anteriorly through a suprapubic approach in 
cases of osteomyelitis. One of his cases was 
successfully treated but the others ended in 
disaster and the method was abandoned. In 
1928, Royle? reported a case in which he re- 
moved an accessory vertebra between L-1 and 
L-2 for scoliosis. Compere in 1932! and a year 
later Von Lackum and Smith® reported cases 
in which hemivertebrae were resected for 
scoliosis as did Wiles’ in 1951. In 1934, Ito, 
Tsuchiya and Asami* reported 10 cases of 
Potts’ disease involving the lumbar vertebrae 
which were operated on through an extra- 
peritoneal anterior rib approach. The bodies 
were saucerized, the diseased disc removed, 
and a major portion of the body involved 
removed; anterior fusions were then done 
with good results. Mayer in 1946° reported 
six cases to illustrate that operations on 
bodies of vertebrae were feasible. In 1948, 
Herbert* reported four cases in which verte- 
bral osteotomy was carried out in two stages, 
the second of which was carried out through 
an anterior approach. In 1951, Wiltberger' 
reported a case of infection of the L-4 disc, 
secondary to an abdominal gunshot wound, 
treated successfully by anterior saucerization 


through an anterior extraperitoneal approach 
followed later by anterior fusion. In 1946, 
Haas? showed experimentally that following 
anterior resection of an intervertebral disc 
osseous union occurred, with slight shortening 
and dorsal angulation of the spine and fixa- 
tion of the bodies of the adjacent vertebrae 
but not the facets. 


Case Reports 


G. H. (Hospital No. 44064), a 22 year old Marine 
Pfc., was wounded in Korea, March 28, 1953. 

The missile from a Chinese “burp” gun struck him 
in the right buttock; fractured the pelvis; perforated 
the small gut in eight places; injured the spleen; 
perforated the splenic flexure of the colon; perforated 
the diaphragm; lacerated the lower lobe of the left 
lung; and made its exits from the left posterior chest. 

A laparotomy was done at the Medical Company 
on the day of the injury, and the small gut was re- 
paired, the spieen removed and the splenic flexure 
exteriorized. At the same time a thoracotomy was 
done to repair the lung and the laceration of the 
diaphragm. It was reported that blood and feces were 
removed from the chest cavity and a drain was left 
in the left loin. At the time of the initial operation 
no injury to the vertebrae was noted. 

He was evacuated to USNH 53923 on April 8, 1953, 
10 days after injury. At that time his condition was 
fair, but there was a considerable amount of drainage 
from his loin and buttock. On admission he was com- 
plaining of right flank pain which became progressive- 
ly worse over the next 10 days, at which time his 
course became septic. On April 18, 50 cc. of pus were 
evacuated from a left subphrenic abscess and shortly 
thereafter his condition became definitely worse and 
he began to go downhill. On May 7, bronchoscopy was 
done because of an abscess in the left upper lobe 
which was spontaneously evacuated on May 17. 


On May 14, because of severe intractable pain in 
the back and right loin, he was seen by a consultant 
from the Orthopedic Section. By this time the patient 
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FIG. 1 


Film of May 11, showing loss of normal lumbar curve with a 
destructive lesion and narrowing between L-4 and L-5, and 
subchondral sclerosis. There is some roughening and nar- 
rowing of L-3 interspace. 


had lost 52 pounds, and continued to complain of se- 
vere unremitting lumbar pain, as indicated above, to 
the extent of stating that the jarring caused by per- 
sonally walking across the floor was unbearable. Ex- 
amination was difficult because of the extreme pain, 
but it was found that he was in a critical condition 
with a temperature of 106°F. and with marked spasm 
and exquisite tenderness over the area of L-5 and in 
the bilateral paravertebral areas. There was consider- 
able drainage from a wound in the right loin and a 
colostomy was present in the left upper quadrant of 
the abdomen. The thoracotomy wound was present 
on the left side of the chest and the wound of exit 
was also present here, both of which were well healed. 
X-ray films, including anteroposterior and _ lateral 
films, made on May I1, of the lumbar spine demon- 
strated that there was a loss of normal lumbar lordosis 
with evidence of a destructive lesion between the 
bodies of L-4 and L-5 (Fig. 1). 

It was thought that this patient had an acute in- 
fection of the L-4 disc which had progressed in spite 
of intensive antibiotic treatment, and it was decided to 
excise and drain the disc anteriorly. On May 25, the 
lumbar vertebrae were exposed anteriorly through a 


left transverse extraperitoneal approach. The L-4 disc 
was bulging and friable; an aspirator was easily thrust 
through the anterior longitudinal ligament releasing 
5 to 6 cc. of pus under tension. This disc was thor- 
oughly curetted to the adjacent vertebral bodies and 
a pack was inserted which was led out through the 
incision as a drain. The L-5 disc did not appear 
friable and was not incised. The wound was closed in 
the routine manner in layers. 

Immediately postoperatively the patient noted re- 
lief of pain, became afebrile within 36 hours, and 
the drainage from the loin ceased. The pack was grad- 
ually removed over a two week period and he became 
ambulatory three weeks postoperatively with support 
of a Taylor back brace, which was discarded in the 
fourth postoperative week. 


Microscopic sections of the removed material con- 
firmed the findings of an acute infectious process of 
the intervertebral disc. In the second month _post- 
operatively he developed empyema on the left side at 
the site of the original thoracotomy and this was 
evacuated. His course continued as one of improve- 
ment and serial x-ray studies showed progressive 
fusion of the L-3 disc space with narrowing of the 
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L-4 space. Four months postoperative he was com- 
pletely ambulatory, free of pain, afebrile, and had 
gained 40 pounds. 


He was evacuated to the United States and was 
admitted to USNH at Philadelphia on September 21, 
1953. A follow-up note from that institution stated 
that his progress was satisfactory and that on October 
14, a partial colectomy with end to end anastomosis 
was done and normal bowel function was re-estab- 
lished. X-ray films of the spine at that time demon- 
strated that there was continuing fusion of the L-3 
disc space and narrowing of the L-4 interspace. The 
patient appeared before a clinical board December 2, 
1953, and was discharged to duty on December 11, 
1953. 


Comment 


The case has been reported to illustrate 
that resection and drainage of an acute in- 
fection of a lumbar intervertebral disc was 
successful. The missile did not strike the 
spinal column and infection was secondary. 
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Although considerable narrowing resulted at 
the site of the disc operated upon, most of 
the fusion occurred in the L-3 disc space. 
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Newer Drugs in Ocular Therapy’ 


ALFRED N. COSTNER, M.D.,t Johnson City, Tenn. 


The author has discussed briefly several of the newer drugs which may be helpful 


to the ophthalmologist. 


Even tHouGH I have been practicing oph- 
thalmology for only a relatively few years, 
I have been impressed by several drugs intro- 
duced recently which have proven to be of 
value in the treatment of ophthalmic diseases. 
Probably the most valuable therapeutic 
agents which have been introduced in recent 
years is the group of steroid hormones. These 
agents are so important that they comprise a 
study in themselves, and hence cannot be 
adequately considered in a paper such as this. 
There are other drugs, however, which do 
merit careful consideration and study. 


Antihypertensive Drugs 


Whether we be lay or medical people, we 
are impressed with the increased importance 
of the vascular diseases in medicine. Statistics 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 

+From The McKee-Wilson Eve Hospital, 
Tenn. 


Johnson City, 


show that diseases of the vascular system are 
causing more deaths than formerly, and in 
addition, cause lesions in many body tissues 
that interfere with their function, though 
they may not be fatal. I realize that the 
treatment of this group of diseases, in most 
instances, does not fall to the ophthalmol- 
ogist. However, most of us are interested in 
these patients since we are often the first to 
recognize hypertensive vascular disease. Be- 
cause of this, the way in which these persons 
are handled after we refer them for treatment 
of the hypertension is of some importance to 
us. Until recently I had been associated with 
an institution where emphasis was placed on 
vascular disease, and was impressed with the 
help that can be given these people with in- 
telligent and energetic treatment. 


The treatment of uncomplicated hyperten- 
sive cardiovascular disease (uncomplicated in- 
sofar as the eye is concerned), may bring into 
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use many drugs. Newer chemical agents 
which are apparently proving to be of value 
in hypertension fall into two groups: 

(1) Ganglionic blocking agents. These 
compounds, the chief example of which is 
hexamethonium, block the transmission of 
nerve impulses across both sympathetic and 
parasympathetic ganglia; hence, have an ac- 
tion similar to that of a surgical sympathecto- 
my. The undesirable side effects of a sympa- 
thectomy may be shown by patients taking 
these drugs (e. g. postural hypotension, consti- 
pation, nasal stuffiness, etc.), but when these 
effects are caused by drugs, the effect is re- 
versible and not permanent. Patients in the 
younger age group, who formerly underwent 
sympathectomies, are thought to be good can- 
didates for this form of treatment. 


(2) Anti-adrenergic drugs. A good exam- 
ple of this group is Apresoline, which blocks 
the action of several pressor substances. This 
compound is usually used in conjunction with 
ganglionic blocking agents, hexamethonium, 
for example, and not alone in the treatment 
of hypertension and it has proved helpful 
when used in this manner. 

I have had an opportunity to observe the 
eye-grounds of patients receiving treatment 
with these drugs and have seen improvement 
of the fundi while under this form of treat- 
ment. Patients not receiving this treatment 
may be benefited by sympathectomy, dietary 
treatment and the more conventional forms 
of therapy. 

If vascular occlusions occur in the eye, the 
hypertensive patient becomes more directly 
the problem of the ophthalmologist. Occlu- 
sions, whether arterial or venous, may be 
quite discouraging, particularly if the occlu- 
sion is not a recent one. However, we must 
in many cases, give the patient the benefit of 
the doubt and use the most rational form of 
therapy at hand. The use of anticoagulants 
in the treatment of retinal vascular occlusions 
has been disappointing, and there are those 
who feel that they are of no value whatsoever. 
However, their value has been definitely es- 
tablished in thrombo-embolic disease else- 
where in the body, and I think there is a good 
rationale for their use when an occlusion in 
the retina is detected early. The use of heparin 
and Dicumarol requires very close supervision 
of the patient and their use is not without 


NEWER DRUGS IN OCULAR THERAPY—Costner 


1193 


danger; hence an occlusion that has been 
present longer than a few days probably 
would not justify their use. In arterial oc- 
clusions it is wise to try to dilate the ophthal- 
mic and central retinal artery by stellate 
ganglion block and retrobulbar injections of 
procaine or another anesthetic agent. If the 
occlusion is due to vascular spasm, such injec- 
tions may be of benefit. The use of vasodila- 
tors, nitrite drugs, for example, may help, but 
their effect on the central retinal artery is not 
definitely established. 


Diamox 


A drug which was first introduced as a 
diuretic in the treatment of vascular diseases 
has proven to be of value in the treatment of 
glaucomas. This drug is Diamox, a sulfona- 
mide derivative. Its action is that of a car- 
bonic anhydrase inhibitor. This enzyme, car- 
bonic anhydrase, is present in the ciliary ep- 
ithelium and presumably catalyzes the forma- 
tion of bicarbonate ion from water and carbon 
dioxide, this being an integral part of aqueous 
humor formation. If this enzymatic action be 
inhibited, the amount of aqueous formed 
is then theoretically diminished. Hence, 
Diamox in effect performs a medical cy- 
clodiathermy operation in depressing aqueous 
formation. This action may be quite pro- 
nounced when Diamox is first used; the ef- 
fects wear off after it has been used for days 
or weeks. Because of this its greatest value 
has been in the treatment of acute glaucomas, 
particularly secondary glaucomas, when used 
in dosages of 500 to 750 mg. daily. Diamox 
may aid in getting some of these cases in better 
condition for surgery, and in others may al- 
low the tension to be completely controlled 
without operation. It has also been useful 
in glaucoma due to a dislocated lens and due 
to the formation of anterior synechia after 
corneal transplantation. Its use is of a lesser 
degree in combination with miotics to control 
the pressure in primary glaucomas. It should 
be remembered that this drug is a sulfonamide 
derivative and as such may exhibit the toxicity 
of this group of drugs. 


Cyclogyl 


One of the complaints that we hear from 
patients is their objection to the use of cy- 
cloplegic drops for refraction. While this 


complaint is fortunately not common, the use 
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of cycloplegics is frequently inconvenient to 
our patients since they are unable to do close 
work for a period of time after examination. 
A constant search for the perfect cycloplegic 
agent goes on; a drug is sought with a pro- 
found paralyzing effect on the ciliary muscle 
but with a short duration of action. Cyclogyl 
(cyclopentolate hydrochloride) represents an 
improvement on the drugs which were for- 
merly used for cycloplegia. It causes a satis- 
factory level of ciliary muscle paralysis com- 
parable to homatropine Paredrine- 
homatropine mixtures, and has the advantage 
of its effect wearing off within twenty-four 
hours. Almost all patients are able to resume 
close work on the day following examination. 
This drug also is superior to formerly used 
agents in that one instillation of the drug is 
usually adequate for full cycloplegia. This 
effects a saving in time of office personnel. 
The drug is quick in action, allowing exam- 
ination in forty-five to fifty minutes after in- 
stillation, which along with its rapid dissipa- 
tion of action makes it important to check the 
level of cycloplegia, if there is any question 
about it at the time of examination. If a 
longer wait than this is expected, another 
drop should be instilled. Thus far, Cyclogyl 
has not shown many undesirable side effects, 
and it may be substituted for atropine or 
hyoscine where sensitivity to the latter drugs 
develops. However, there are references in 
the literature to glaucoma being precipitated 
by this drug, which is to be expected as long 
as cycloplegic drugs also have a mydriatic ef- 
fect. 


Chemotherapy 


The subject of chemotherapy and antibi- 
otics has become increasingly important in 
the treatment of ocular diseases. The number 
of these agents is constantly increasing and it 
is impossible to consider them in a short pe- 
riod of time. However, I have found it help- 
ful to group the large bulk of these agents 
into two groups. These do not include the 
drugs which are relatively specific such as 
streptomycin for tuberculosis and penicillin 
for syphilis. 


(1) Of all the sulfonamides, Gantrisin and 
sodium sulfacetamide have proven effective 
against many organisms, and have a suffi- 
ciently low degree of toxicity to make them 
clinically useful. These drugs have the ad- 
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vantage of being stable in solution and rela- 
tively inexpensive. 

(2) Of the antibiotics, three have a similar 
range of organisms against which they are ef- 
fective, namely, Aureomycin, Terramycin, and 
Chloromycetin. These are extremely val- 
uable agents and each has its own individual 
properties, although they can all be con- 
sidered together. Aureomycin solutions are 
stable for only two days, Terramycin for five 
days, and Chloromycetin solutions for ten 
days. Hence, it is more convenient and less 
expensive to use the latter drug. In addition, 
Chloromycetin is reported to penetrate into 
the normal eye better than other antibiotics. 
However, the former two drugs may be more 
effective in some infections. The toxicity of 
Chloromycetin when used systemically (aplas- 
tic anemia), does not carry over to its local 
use in the eye, and it appears to be relatively 
nontoxic. The other antibiotics seem to be 
useful chiefly where sensitivity has developed 
to other drugs, or when specific sensitivity 
tests show them to be the agents of choice. 

A new drug which allows for a smoother 
postoperative course in some patients is Thor- 
azine, which acts to prevent or control vomit- 
ing. None of us has to be reminded of the 
disastrous results that may occur during at- 
tacks of postoperative vomiting. As the prep- 
aration of the patient for operation becomes 
better, and as the control of the patient dur- 
ing operation is perfected, the mishaps of oc- 
ular surgery become diminished. The elimi- 
nation of the possibility of vomiting during 
and after surgery is another step in reducing 
the risks of ocular surgery. Thorazine is too 
new for its clinical evaluation to be complete, 
but during the brief period of time it has been 
used in our clinic, the incidence of nausea 
and vomiting have seemed to be reduced. We 
have been using it in dosages of 50 mg. the 
night before and two hours prior to opera- 
tion. The drug also has some sedative action 
and may permit a reduction in the dosage of 
other sedatives. Postoperatively, when nausea 
develops, Thorazine in 50 mg. dosages has 
been helpful in diminishing nausea and pre- 
venting vomiting. 

Summary 

Several of the newer forms of therapy which 

have proven of value in the diagnosis and 


treatment of various ophthalmic diseases have 
been discussed. 
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The Electroencephalograms of 
Children with Speech Disorders: 


EWALD W. BUSSE, M.D., Durham, N. C., and 
RUTH M. CLARK, Ph.D.,+ Denver, Colo. 


The EEG may be found to be abnormal in children having disturbances in speech. 
The interpretation of these abnormalities is not clearly established as yet. 


CHILDREN with speech disorders are a serious 
concern to parents and educators and are a 
diagnostic and therapeutic problem to the 
physician and speech therapist. Speech disor- 
ders can be a manifestation of organic or psy- 
chic pathology. However, it is at once appar- 
ent that regardless of the primary etiology, 
emotional conflicts are inevitable in any or- 
ganic disorder which is as essential to a normal 
social adjustment as is speech. This study was 
designed to search for etiologic and complicat- 
ing factors which provoked speech disorders 
in children. 


The articulatory disorder, commonly re- 
ferred to as stuttering or stammering, has re- 
ceived considerable attention by investigators 
for many years; but the etiology is not firmly 
established. Theories have been advanced, 
and evidence presented to support each of the 
theories. Probably the best known of the the- 
ories are the neurologic theory and the psycho- 
analytic. The neurologic concept of this symp- 
tom holds that stuttering is due to a lack of 
cerebral dominance of one cerebral hemi- 
sphere over the other and over lower neural 
levels. It is contended that because of the 
bilateral innervation of the various pairs of 
speech muscles, it is necessary to have a single 
dominant neural control, if there is to be inte- 
grated action of the speech mechanism. This 
action can be secured only by the existence or 
the establishment of one sided cerebral domi- 
nance. The psychoanalytic theory is complex 
but fundamentally contends that the stutterer 
develops his symptoms following a severe emo- 
tional shock. This severe shock is interpreted 
by the child to be a retaliation against feel- 


*Read before the Section on Neurology and Psychiatry, Sym- 


posium on the Electroencephalogram in Psychiatry, Southern 
Medical Association, Forty-Eighth Annual Meeting, St. Louis, 
Mo., November 8-11, 1954. 

+From the Department of Psychiatry, Duke University School 
of Medicine, Durham, N. C., and the Speech Clinic, Denver 
Universitv, Denver, Colo. 


ings that he has expressed. The child finds 
it necessary to inhibit his verbal aggressive 
impulses and regresses to a level of imperfect 
communication. 

Electroencephalographic studies have been 
primarily concerned with either confirming 
or refuting the neurologic theory. Knott and 
Tjossem! substantiated the previous findings 
of Douglass? and concluded that their data 
supported the lateral cerebral dominance 
theory of stuttering. These observers based 
their work on the premise that the disruption 
or lowering of amplitude of alpha waves is an 
indication of increased consciousness or men- 
tal alertness. They noted that bilateral block- 
ing of the alpha rhythm was greater during 
the speech of stutterers than during the speech 
of the normal controls. This suggested that 
the stutterer gave a greater attention value to 
speech than did the non-stutterer. During 
silence, stutterers tend to show a greater block- 
ing in the left occipital area and controls in 
the right occipital area. This interhemispheric 
difference was considered significant. In con- 
trast, Freestone* reported that alpha waves 
showed more disruption during speech in nor- 
mals when compared to stutterers. He con- 
cluded that stutterers function during speech 
in a relative state of reduced consciousness. 
This investigator also reported that the brain 
areas of stutterers gave more similar alpha 
brain wave patterns than the normals. He 
concluded that since the two sides of the brain 
were so near alike for stutterers, cerebral dom- 
inance was not possible. 


It is clear that there is a very serious differ- 
ence of opinion regarding the alpha activity 
found in the brain of stutterers. In contrast, 
the majority* of investigators report no 
significant incidence of abnormal EEG'’s in 
stutterers as compared to normal controls. 
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The electroencephalograms of children with 
speech disorders have received comparatively 
little attention although children with mental 
retardation and behavior problems have been 
extensively studied. It is true that many such 
children would also manifest speech difficul- 
ties and provide an opportunity to attempt to 
correlate the kind of speech disorder with the 
various electroencephalographic findings. 


Methodology 


The subjects utilized for the major portion 
of this study were a group of 70 children who 
were in attendance at the University of Den- 
ver Speech Clinic. A second series of 27 young- 
sters with the symptom of stuttering were re- 
ferred by various sources for mere evaluation. 
The children studied in the Denver Univer- 
sity Speech Clinic were diagnostically a hetero- 
geneous group. The age variation was from 
three years two months to fifteen years. The 
average age was eight years and one month 
with a Standard Deviation of two years nine 
months. The second series of stutterers varied 
in age from eight to fourteen years and three 
months, and the average age was ten years 
and four months. The usual predominance of 
boys were present in the stuttering group with 
17 boys and 10 girls. It was originally planned 
to study the Speech Clinic subjects in various 
ways including a detailed neurologic exami- 
nation, psychologic examination, electroen- 
cephalograms, detailed case histories, and the 
observations by various trained individuals. 
Although electroencephalograms were ob- 
tained on 70 of the subjects, only 54 of this 
group completed with sufficient reliability the 
other planned examinations and information. 
It was necessary for various tests to be used 
to establish the level of intellectual function- 
ing. These included the Merrill Palmer Scale 
of tests which were administered to 31 chil- 
dren, the Stanford Binet Intelligence Scale 
which was given to 33 children, and the Wech- 
sler Bellevue Intelligence Scale for children 
was administered to 21 subjects. The neuro- 
logic examination was completed in all in- 
stances by the same individual utilizing a con- 
sistent methed of recording the findings. The 
electroencephalograms were originally inter- 
preted by electroencephalographers not di- 
rectly related to the study, but were later re- 
viewed by one of the authors. The criterion 
of normal for children was essentially that one 
developed by Gibbs and Gibbs and confirmed 
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in our experience with normal children. In 
considering the effects of speech upon the 
EEG, records of children with other diseases 
were also scrutinized. During the neurological 
examination, special emphasis was placed 
upon attempts to establish the presence or ab- 
sence of cerebral dominance or confused lat- 
erality. The observer was aware of the normal 
variation of handedness in early childhood 
and the differences found when utilizing as 
the tests for dominance previously learned, or 
new patterns of response. 

The diagnostic classification of speech dis- 
orders employed by West, Kennedy, and Carr 
and of Robbins was utilized in this study.* 
This diagnostic system attempts to convey 
some understanding of the presenting symp- 
tom and its possible etiology. In the clitic 
group of youngsters dyslalia, which designates 
an articulatory disorder and which excludes 
those resulting from central nervous system 
damage, was a common diagnosis. The diag- 
nosis of dyslalia was made in approximately 45 
per cent of the cases. Dysarthria, which is an 
articulatory disorder due to central nervous 
system damage to portions controlling speech, 
was made in about 35 per cent of the cases. 
Dysphmia, that is stuttering, both primary and 
secondary was found in five cases. This is less 
than 10 per cent of the heterogeneous series. 

Many of the children examined displayed 
more than one type of speech problem. For 
the purpose of this study the primary diag- 
nosis was preferred. 


*Definitions for terms used to diagnose speech difficulties: 

“Lalopathology—any of various disorders of speech, conven- 
iently divided into six major categories: (1) Dysarthrias, defects 
of articulation due to lesions of those portions of the central 
nervous system from which or by which the organs of articu- 
lation are directly controlled; (2) dyslalias, disorders of articu- 
lation of other causation; (3) dysphasias, disorders of linguistic 
symbolization; (4) dyslogias, linguistic disorders other than 
those of symbolization; (5) dysphemias, disorders of speech 
arising from psychopathologies; (6) dysphonias, disturbances 
of vocalization. When the privative a or an is used as a prefix 
of dys, it denotes a profound or advanced state of the dis- 
order. Thus, dysarthria is disturbed articulation, whereas 
anarthria is complete lack of articulation. Hence are derived 
alalia, aphasia, alogia, aphemia and aphonia. This division of 
disorders of speech into six categories is in accordance with 
the classical medical arrangement. It includes only disorders 
of speech producation, omitting those of speech perception, 
which most modern workers in the field of lalopathology would 
add as a seventh category, styled inconsistently paracusis, 
(q.v.), hypacusis (q.v.), and anacusis (q.v.) (West, p. 610). 
West, Robert; Kennedy, Lou; Carr, Anna. The Rehabilitation 
<. ere Revised Edition. New York: Harper & Brother, 


~Brdenie—titeseders of Articulation and Language due to 
Mental Deficiency.’’ Robbins, Samuel D.: 4% of Speech 
Pathology. Massachusetts: Sci-Art Publishers, 1951, a 

Unless indicated after the diagnosis the definition Pf Dyslogia 
by Robbins was used in this study. Where psychosis was part 
of the picture, it is indicated after the name. Many of the 
children examined displayed more than one type of speech 
problem, i.e., a cleft palate child has articulatory problems indi- 
cated by dyslalia and also a voice problem (nasal) indicated 
by dysphonia. The number of problems listed will therefore 
exceed the number of children in the study. 
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Results 


Of the 70 subjects in the speech clinic series, 
40 (57 per cent) were found to have dys- 
rhythmic electroencephalograms. Of those 
with cerebral dysrhythmias, 32 were consider- 
ed to have severe dsyrhythmias. Mixed abnor- 
malities were very common combining diffuse, 
paroxysmal, and focal abnormalities. In con- 
trast to the usual higher percentage of abnor- 
malities during sleep only one normal electro- 
encephalogram became abnormal during sleep. 

Fifty-eight of the subjects had satisfactory 
neurologic examinations which could be cor- 
related with the electroencephalograms. Eight- 
een of the 58 were found to have abnormalities 
by neurologic examinations. A higher num- 
ber, 32 subjects, were found to have brain 
wave abnormalities. Of the 18 with abnormal 
neurologic manifestations, 14 had abnormal 
EEG’s, and 4 were within normal limits. Re- 
view of the 32 subjects with abnormal brain 
waves revealed that 14 had positive evidence 


of neurologic disease by physical examination 
and an additional 4 gave a clearly positive 
history of some sort of central nervous system 
damage. The remaining 14 subjects with elec- 
troencephalographic disturbances were nega- 
tive, both by neurologic examination and his- 
torical review. 

Fifty subjects were considered to have com- 
pleted valid psychological tests which could 
be correlated with brain wave findings. Three 
of the subjects were found to have above aver- 
age intelligence. All three of these subjects 
had normal neurologic examinations, but one 
had a very seriously disturbed EEG. Five 
children were found to have intellectual ca- 
pacities which were within normal range. 
None of these children were found to have 
abnormalities by neurologic examination, but 
five had very disturbed electroencephalograms 
and three had mild to moderate dysrhythmias. 
Thirty-five subjects were of borderline intel- 
ligence or were mentally retarded. Seventeen 
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of this group had neurologic evidence of cen- 
tral nervous system disease. Twelve children 
had serious brain wave disturbances and 
eleven had mild to moderate dysrhythmias. 

The following slides illustrate the electro- 
encephalograms of some of the subjects: D. J. 
(Fig. 1) is a three year, five months old girl 
with an 1.Q. of 69. Her speech difficulty was 
dysphasia (disorder of linguistic symboliza- 
tion). She is neurologically negative but has 
a history of minor seizures. T. H., in contrast, 
is a five year, eleven months old boy who has 
a positive neurologic examination and deli- 
nite evidence of right-sided cerebral disease. 
There is no history of seizures, and the speech 
diagnosis is dysarthria (defects of articulation 
due to lesions of the central nervous system 
which control organs of speech). 

C. C.) Figure 2 is of a sleep record of a 
nine year and two months old girl with dys- 
lalia (defect of articulation due to other 
causes, example—cleft palate). Neurologic ex- 
amination is normal, and there is no history 
of seizures. This patient has considerable evi- 
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dence of emotional conflict which was origi- 
nally believed to be largely responsible for her 
speech problem. C. T. (Fig. 3) is an interest- 
ing boy with a normal I.Q., negative neuro- 
logic findings, and a negative medical history. 
His primary speech disorder was dysarthria 
with some dysphemia. This focal finding cer- 
tainly confirms the presence of intracranial 
disease. 

The 27 stutterers were a marked contrast 
to the first group. None of the stutterers had 
evidence of central nervous system involve- 
ment by neurologic examination, and only 
three presented electroencephalographic dis- 
turbances. Two of these abnormalities were 
of the paroxysmal type and it is very possible 
that the symptom of stuttering was an epilep- 
tic phenomenon. Closer scrutiny of the elec- 
troencephalogram revealed no changes in the 
alpha rhythm other than greater disruption of 
the pattern during stuttering. It is our belief 
that this greater disruption of alpha frequency 
can be reasonably attributed to greater anxiety, 
which in turn may originate in a psychic con- 
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flict. It is impossible to determine if the 
change in alpha pattern is the cause or the 
effect of the symptom of stuttering. 


Summary and Conclusions 


The findings indicate that in the hetero- 
geneous group of speech disorders in children, 
the electroencephalogram may present evi- 
dence of a physiologic disturbance within the 
central nervous system when both the neuro- 
logic examination and the psychologic find- 
ings are within normal limits. Of course, it is 
obvious that in other instances neurologic or 
the psychologic examination may be the ma- 
jor contributing factor in the diagnostic pro- 
cedure. However, the obvious real possibility 
that the EEG may give the only evidence of 
central nervous system disturbance makes this 
procedure highly important in the diagnostic 
study. 


Children whose speech disturbance is con- 
fined to stuttering are markedly different in 
some aspects when compared to other types of 


speech defects. Stutterers reveal comparatively 
little evidence of organic pathology of the 
central nervous system as determined by elec- 
troencephalographic, neurological and psycho- 
logical examinations. 


The degree of disruption of alpha waves 
found during stuttering may be the result of 
anxiety due to arousal of underlying conflicts, 
embarrassment, and the like. The possibility 
that a predisposing factor is present in stut- 
tering cannot be refuted, but it cannot be sub- 
stantiated by this study. 
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Discussion (Abstract) 


Dr. S. C. Little, Birmingham, Ala. 1 would like 
to mention one extremely interesting case that may 
have some bearing on this subject, that of an adult 
with the worst stuttering I have ever seen. His stut- 
tering disabled him for any type of gainful work, 
and in addition he had intractable psychomotor sei- 
zures. As I recall, I noted he had a spike forms in 
the anterior temporal region on the left, and I believe 
he was right-handed. The patient was operated upon 
and the anterior third of the temporal lobe removed. 
Immediately after operation his stuttering was com- 
pletely absent. That persisted for about two days, 
then it gradually returned, and within a week or ten 
days it was moderately severe and has continued in 
this way, but still tremendously improved. He has 
been completely free of seizures for almost a year and 
he is working regularly every day for the first time in 
his life. I think it is extremely interesting that his 
stuttering has remained much improved. 


We had a somewhat similar result in another case. 
We did not notice the stuttering, it was so minimal. 
After the operation the family spontaneously called 
our attention to the fact that the speech was improved. 

One additional comment, in a small group of chil- 
dren having congenital aphasia we have noticed an 
unusual amount of very fast activity in the electro- 
encephalogram and I wondered if Dr. Busse has had 
any similar experience. 


Dr. J. R. Knott, Iowa City, Iowa. 1 would like to 
remark on this investigation both as a stutterer and 
encephalographist. My work was mentioned by the 
authors and I would like to make some comment. Our 
own work originally was in line with the notions of 
Travis and Orton, but I do not believe, as I recail, 
that we ever claimed that it provided a strong proof 
of theory. 


There is also the work of Freestone mentioned by 
the authors which under careful scrutiny and modern 
evaluation does not stand up and the differences 
claimed are not there. I reanalyzed the data two years 
ago when they were published and they just do not 
hold up. 

Now, in an investigation completed last year by a 
Mr. Correll in our laboratory, another study was made 
of normals and stutterers, with regard to the notion 
that stutterers might exhibit an anxiety proneness. 
They were examined, therefore, with regard to driving 
and flicker, and there were no differences between nor- 
mals and stutterers. There was a trend, by using the 
Walter analyzer, for possibly a completely opposite 
result. Original lateral differences were reported by 
my other associates. 
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I am encouraged by the fact that in the group of 
stutterers reported here, there were no prominent ab- 
normalities, and I wonder if the ones that were re- 
corded may not have been more by chance than have 
occurred in the other groups. 


One of our students, Scarborough, a number of years 
ago, got a little slowing in leads 1 and 2 in a group 
of stutterers, but this has not showed up in the recent 
groups which we have run, and which now total over 
100. 


The other cases of articulatory disorders which were 
reported are extremely interesting in the results which 
you got because they have been completely ignored in 
the past. These are regarded as being largely non- 
organic. They are screened roughly, I think, by neu- 
rologists; those with any organic disease, of course, are 
treated in another manner from the presumably non- 
organic 

We have examined children with what is called con- 
genital aphasia. The electroencephalograms were ab- 
normal; they were all extremely slow and tended to 
be scattered and nonfocal. I think that there is a need 
here to be careful about any conclusions as to possible 
etiology, which I believe the authors have stressed, and 
I would merely like to stress again. 


Dr. Busse (closing). I have not had the experience 
that Dr. Little has had of fast activity in the aphasics. 
One of the things that really distressed us when we 
looked at our series was the age distribution of the 
subjects, and where we got the subjects. As so often 
happens in studies of this type we have all sorts of 
curious distorting factors in the age groups, and as to 
the origin of the subjects. The Denver Speech Clinic 
was at that time a kind of boarding school, the chil- 
dren being sent in from quite far distances. These 
were children who had caused some real concern on 
the part of many people and may thus be a unique 
group as compared to, say, all the children in the met- 
ropolitan area regardless of how much anxiety they 
produced in the family. The ones we got through 
children’s hospitals were primarily referred by the 
school physician which, again, produces some sort of 
distorting factor in the kind of series one has. We are 
very much aware of this, and this is why we have to be 
extremely cautious in any conclusions that can be 
drawn. 


I was certainly aware of Dr. Knott's cautiousness in 
his early work, and if I implied that he thought it was 
strong proof, I certainly knew better and knew that he 
was being cautious about it. 


I think this is all I have to say and I appreciate the 
remarks of both discussers. 


On To Houston — Nov. 14-17 
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Current Otolaryngologic Problems: 


FRANCIS L. LEDERER, M.D.,t Chicago, 


The broad scope of the field of otorhinolaryngology has been reviewed in this paper. 


Ir REQUIRES no crystal ball to envision the 
halcyon days that lie ahead for otolaryngology. 
Primarily we regard ourselves as physicians 
entrusted, by virtue of our special training and 
experience, as custodians of the anatomical 
field wherein are housed all of the special 
senses. Challenging diagnostic and therapeutic 
problems are presented by signs and symptoms 
common to a variety of syndromes, disease en- 
tities and symptom complexes. Much signif- 
icant progress has been recorded but there are 
numerous unmet needs which require con- 
tinued vigilance in the fields of the funda- 
mental sciences and the study of man in rela- 
tion to his environment. We are witnessing a 
steady broadening of horizons of community 
health and welfare. The emphasis has shifted 
from the microbiological effects of disease to 
the study of man in his socioeconomic en- 
vironment. One of the dangers of modern 
science is said to be its over-specialization. 
Each area of medicine tends to become ob- 
sessed with its own special field of interest, 
forgetting its relationship with the body as a 
whole. The wide diversity of interests repre- 
sented by otolaryngology (including broncho- 
esophagology, maxillofacial surgery, audiology 
and oncology) gives testimony to the vigor 
with which the members of this specialty ap- 
ply their energies. The general medical pro- 
fession and the public must be apprised of the 
training, skill and experience which identify 
the modern otolaryngologist with better care 
of the conditions arising in the head and neck 
areas. 

In some quarters, there has been expressed a 
concern with otolaryngologists suddenly 
broadening the fields of their interests and 
activities. They have been pictured as being 
very desperate, the antimicrobials having re- 
duced their specialty to a minimum, their de- 
mise anticipated, and their obituaries appear- 


*Read before the Section on Ophthalmology and Otolar- 


yngology, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 

tFrom the Department of Otolaryngology of the University 
of Illinois College of Medicine, Chicago, Ill. 


ing in editorial columns of leading medical 
journals. It never was a dying specialty, it was 
only that some of its members demonstrated 
inadequate background and “cerebral arrest.” 
Students of the history of medicine or anyone 
properly trained or oriented in the specialty 
would never lend himself to such erroneous 
deductions. The head and neck specialist de- 
picted as an octupus is not in reality a grasp- 
ing fellow but one whose every tentacle can 
be historically identified with the early de- 
velopment and continued progress of the nu- 
merous facets of otolaryngological interest. 
Plastic and reconstructive surgery, broncho- 
esophagology, surgery of the neck and of the 
jaws and sinuses, and the rehabilitative pro- 
cesses associated with audiology, all had a his- 
tory of otolaryngologic precedence, stimula- 
tion and guidance in critical times when men 
worked under distinct handicaps. 

Now that we are in the golden era of better 
pre- and postoperative care and have such 
admirable support in the additives which 
make for electrolytic and fluid balance, to- 
gether with improved technics of anesthesia 
and increased knowledge of antibiotic and 
chemotherapy, our general surgical running 
mates would like to give the impression that 
we as specialists are jumping the traces and 
going far afield. Only they would like to be 
identified with broadening concepts of dis- 
eases and their management, no direct inter- 
pretation or reference being given to their 
own inadequacies or possible encroachment 
on domains they are not really prepared to 
survey. 


It is truly the revival of the chant of the an- 
cients to reiterate that specialization is harm- 
ful and to further embellish the fantasy that 
there exists in man the ability to know all, see 
all and especially, do all. We, as specialists, 
would be given to believe that our vehicle of 
scientific destiny requires but two wheels, the 
hub of one being surgery and the other medi- 
cine, and that the spokes represent all else 
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(the specialties) in relation to them. It is to be 
anticipated that an era may arise when one 
or the other hub may find itself without a 
running mate and the loss of a spoke or two 
may cause a breakdown of the superstructure. 

Something about the attitude of the general 
surgeon toward the specialist fails to make 
sense. While the competitive processes in life 
itself have frequently stimulated progress, 
antagonisms which tend to inhibit the de- 
velopment of other specialties can only mean 
the deterioration of one field at the expense 
of the other. It would seem so much more 
logical for general surgery to foster the ideals 
and aims of the surgical specialties. Otolar- 
yngology has much to offer medicine and sur- 
gery in the realization of good total care of 
the patient. 


Otolaryngology bears a kinship to each field 
of medicine. The specialist in the field recog- 
nizes the challenge of the symptom-rich areas 
of the head and neck which house all of the 
special senses. He must have the awareness 
that patients are persons and as such the spe- 
cialist must be in a position to assess them in 
terms of the total organism, not as a single 
disturbed function. Disease is a process, it is 
not a static condition. 

Before organic or structural irreversible 
change takes place it is usually preceded by 
physiologic change which may be reversible. 
Tension and emotion can initiate physiologic 
alteration in various structures. It is difficult 
to distinguish when the nebulous barrier is 
crossed. Attempts to isolate the psychic or 
somatic factors from each other and then re- 
gard them as independent functions cannot 
always be carried out in a logical manner. We 
are members of a surgical corporation, the 
partners being; Good Listener, Careful Ob- 
server and Common Sense. 


latrogenic disease (physician created dis- 
ease) is engendered by the “nots,” namely not 
listening, not knowing what to look for, not 
seeing, not interpreting, or not looking at all. 
In other words, what we say or think; what 
we fail to think; what we do or what we do 
not do, all may in themselves lead to the cre- 
ation of a morbid state. Recognizing the im- 
portance of emotional states in disease, we 
can more readily interpret the response of the 
individual patient to a sensory loss (like 
speech or hearing), the role of altered or even 
unacceptable facial contours, (such as nasal 
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deformities), and tumors about the head and 
neck, just to mention a few. 

For some little time now there has existed 
a slowly strangulating deterioration of oto- 
laryngologic morale during which time diag- 
nosis and observation of the patient suffered. 
Two groups of circumstances have conspired 
to bring about this state of affairs. One was 
the convenience of over-specialization, the 
specialist taking on but one facet for his un- 
divided attention as a physical and economic 
expedient, in the meantime losing ground to 
other areas of medicine and surgery. The 
other factor was embodied in the remarkable 
properties of the antibiotics. The broad spec- 
trum of bactericidal properties gave the oto- 
laryngologist (as well as the other members 
of the profession) an almost “devil-may-care”’ 
attitude in the treatment of many diseases. 

There is a tremendous heritage of otolar- 
yngologic states, the fundamental diagnosis of 
which has not changed with the advent of and 
preparation of newer drugs. The treatment 
and management has, however, been materi- 
ally aided by increased evaluation of pre- 
operative risk, improved preoperative prep- 
aration and postoperative management. Com- 
placency has no place in our field. There are 
too many unexplained and uncontrolled fac- 
tors in the conditions for which we assume 
responsibility. Literally ‘acres of diamonds” 
are in our domain if we but recognize them. 
Revitalization of purpose and outlook can be 
ours if we re-examine the world of otolaryn- 
gologic case histories of interest. These give 
eloquent testimony to the dynamic processes 
of otolaryngology. 


Teaching of Otolaryngology 


Medical education in general is faced with 
multifold problems of economics, curricular 
upheavals, and the dwindling supply of com- 
petent teachers, all of which have a bearing 
on otolaryngology. The demand for well- 
trained otolaryngologists cannot be met at 
this time when the source of new material is 
being strained to its very limits by the de- 
mands of the military and the economic vice 
which saddles a prospective resident with bur- 
dens of supporting a family, a car and “keep- 
ing up with the Joneses.” My personal mail 
inquiring for “board eligible” assistants at a 
starting salary beyond that paid university de- 
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partment heads is a commentary on the pres- 
ent situation of supply and demand. 

Undergraduate teaching is more than just a 
program, which varies in accordance with ad- 
ministrative support and departmental enthu- 
siasm, it involves the type of teachers who will 
make the students interested in learning. We 
should be much more concerned than we have 
been with the quality of the men and women 
who are to teach these students. The willing- 
ness to teach is not enough. The eager volun- 
teer is frequently poorly qualified and in 
many instances seeks the position on a faculty 
to serve as “window dressing” that may ac- 
crue as a prestige factor. The art of teaching 
will always remain an individual effort inas- 
much as our educational backgrounds do not 
include formal preparation for such a career. 
Teaching is a special art, craft, and skill. The 
fact that one is a good practicing clinician 
does not assure successful teaching qualities 
in the classroom or the teaching clinic. Medi- 
cal instruction reflects this neglect. We should 
concern ourselves more with the preparation 
of teachers of medical subjects. It has been 
well expressed that the base of medical train- 
ing should be broadened and an effort made 
to see that many of the inspirations of under- 
graduates be on a personal level, conveying 
the “humanities” so essential to the motiva- 
tions and development of the prospective phy- 
sician. The influence of this early association 
with able clinicians may in itself be the begin- 
ning of an otolaryngological interest, which 
eventually would result in the choice of this 
field for specialization, 

A word about the curriculum. It is humanly 
impossible for a student to assimilate mass 
custom-built information thrust upon him in 
a given number of hours in a particular course. 
It is best presented to him in divided doses, 
not necessarily as anatomical units but in 
comprehensively correlating the specialty 
knowledge with his study of anatomy, physi- 
ology, bacteriology and other basic subjects. 
Such integration tends to teach students to 
utilize facts rather than merely memorize and 
collect them. Better correlation between oto- 
laryngology and the other fields of medicine 
and surgery will be achieved by spacing the 
teaching of the specialty over the entire medi- 
cal school period in the teaching of basic sci- 
ences; in the cooperative technics of examina- 
tion; in the study of growth and development; 
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in demonstration clinics and in the final year 
in the evaluation of the total person in the 
form of conjoint teaching. 

Residency training has received a consider- 
able share of study and reflection. The forma- 
tion of the Board of Otolaryngology has done 
much to point the way to a higher level of 
achievement. Such a group may suggest stand- 
ards, give support to better efforts on the part 
of medical schools in relation to the specialty, 
and protect public interests in attempting to 
fairly assess individual competence to practice. 


It is fitting that we inquire as to who these 
young men and women are who are to enter 
the specialty, and in some quarters they are 
asking, “Where are they?” We only desire that 
those entering the specialty are carefully 
screened not only as to their intellectual quali- 
fications but that the emotional and physical 
status of the applicant be considered of im- 
portance. Motivation of candidates needs to 
be given greater emphasis. There should be 
less students falling by the wayside and more 
who would find happiness in their contribu- 
tions to medicine and in their associations 
with colleagues and learned institutions. 


There is a need to determine what the exact 
content of study during a residency training 
period should be, and to agree upon whether 
it is to be a three or a five-year period. What 
we are in agreement with is the fact that it 
should include the study of the fundamental 
sciences and the opportunity to learn by do- 
ing, but always under supervision of experi- 
enced teachers. In the United States we find 
ourselves with too many residencies (356 in 
134 institutions) 30 per cent are filled by for- 
eigners and 40 per cent of the positions un- 
filled. It is certain too that the time required 
to attain competence and other economic fac- 
tors play a major role, to say nothing of the 
interference of military service in planning a 
career. Present signs point to an increase in 
American physicians entering otolaryngology. 


The Place of Antibiotics in Treatment 


An erroneous bit of propaganda is sweeping 
the country today that complications of ear, 
nose and throat infections have now entered 
the realm of rarities. This is unfortunately 
far from the truth and the very promulgation 
of the thought has led to a disastrous attitude 
of complacency, a profligate pharmaceutical 
debauch and the creation of a group of new 
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disease states encouraged by an era of promis- 
cuous therapeutics. Progress has been made in 
the production of pharmacologic agents. Over 
80 per cent of the various preparations in use 
today were unknown a little over a decade 
ago. In the meantime we have been terribly 
profligate in the use of antibiotics and chem- 
ical drugs, using them in the trillions of units, 
in the thousands of pounds and even in the 
hundreds of tons. Yes, it has even been esti- 
mated that 50 per cent of all ethical drug sales 
are of the antibiotics. The astronomical fig- 
ures of antibiotic consumption, 90 per cent 
judged to be wasted, have been showing a 
yearly climb in spite of the dissemination of 
knowledge of resistant strains of bacteria, or- 
ganismal dependence upon the drug, stimu- 
lating effects upon the organism, encourage- 
ment of the growth of new forms of bacteria 
and what is of great concern, the creation of a 
new generation of diagnostic vipers whose ap- 
proach consists of a “let’s prescribe this and 
see.” It would be almost trite to state that a 
medical (if not an economic) revolution has 
taken place in the past decade. While the anti- 
biotics have played a most important role in 
the advance of medicine and surgery, the “hit 
or miss” attitude in their application, the na- 
ive confidence of the nonmedical public, and 
the noncritical acceptance by the profession 
has been astonishing and discouraging. 

We need to inquire if the antibiotic is really 
necessary; if it is the proper one in the first 
place; what the dose should be; how long 
should it be given; is the host sensitive; is ad- 
ministration going to alter in any way the 
ultimate immune status and most important, 
has the patient been provided with an accu- 
rate etiologic and clinical diagnosis? The head 
and neck areas are host to a wide variety of 
interesting signs and symptoms which may 
characterize numerous entities, the recogni- 
tion of which may challenge the best in our 
skills and diagnostic acumen. We realize only 
too well that there may be many forms of 
treatment but there is only one correct diag- 
nosis. Intelligently utilized procedures furnish 
information to the otolaryngologist and edu- 
cation to the patient. For the former who is 
desirous of properly evaluating, integrating 
and coordinating such data, a set routine 
minimizes the omission of important findings. 
This would reduce the toll of costly iatrogenic 
excursions. While it is recognized that preju- 
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dice is a great saver, since it enables one to 
form opinions without getting the facts, it 
nevertheless supplies the mounting evidence 
to the production line of improper assump- 
tions in the guise of diagnoses, the creative 
force in adding to the list of patients who are 
victims of unreasoning fears due to misinfor- 
mation and misinterpretation. 

A rational assessment can now be made ol 
the past decade of experience with the em- 
ployment of antibiotics in the management of 
discharging ears. Just how far “the margin of 
safety” extends can now be determined in the 
light of the experience with hearing function 
and otogenic complications. Accurate diag- 
nostic approaches and common sense clinical 
appraisal can be evaluated in association with 
the fundamental knowledge we have of ear 
disease and the present day information con- 
cerning the use and abuse of antibiotics as has 
been previously discussed. It is clear that phy- 
sicians must be aware of the fact that inflam- 
mation in a cavity such as a middle ear or a 
nasal sinus must be evacuated for the sake of 
comfort and safety of the patient. Acute con- 
ditions may be tided over this phase only to 
endanger the patient in continuation of the 
disease in a chronic state. Careful examina- 
tion of an ear, for example, will give the in- 
formed physician sufficient information to 
guide the patient’s treatment properly. Too 
often is it the case that telltale evidence is 
overlooked or that too great trust is placed in 
the newer drugs. Surgical knowledge and skill, 
in many instances, is infinitely more reliable 
than sitting idly by while impending disaster 
strikes the patient down. 

In addition to the basic knowledge of ear, 
nose and throat conditions requiring surgery, 
all physicians attempt to follow a pattern of 
thought and performance demanding that an 
accurate diagnosis be established before ad- 
ministration of an antibiotic; that the illness 
be specifically treated; that a so-called “trial 
period” be limited to the time of finding out 
if the organism is sensitive or not and that 
the employment of a drug be associated with 
the highest order of technical and surgical 
skill. This is particularly true of complica- 
tions involving the bones of the skull, the 
mastoid and the deeper structures of the neck. 

The etiologic factors, routes of extension, 
protean manifestations, pathologic differentia- 
tion, and clinical pictures of osseous compli- 
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cations of rhinogenous origin, are of interest 
to the practitioner, the ophthalmologist, the 
neurosurgeon, dental surgeon, as well as the 
rhinologist. The anatomic configurations, os- 
seous and venous factors make possible some 
rather interesting but bizarre combinations of 
clinical pictures of puffiness and swellings 
over the cheek, about the eyes or on the scalp. 
The proper management of the common cold 
looms importantly in permitting nasal venti- 
lation and drainage. The influence of acute 
sinus suppuration, trauma (both accidental 
and operative), swimming and dental infec- 
tions play a major role. 

It might be more readily understood that 
three-fifths of the orbital complications arise 
from the nasal accessory sinuses if there were 
an awareness that two-thirds of the orbit is 
bounded by sinuses. Prevention of rhinogen- 
ous complications follow the “Rules of the 
Road,” such as: (1) In acute sinusitis the 
management is directed toward ventilation 
and drainage, without undue trauma of intra- 
nasal manipulation; (2) all sinuses must be 
dealt with in the management as an over- 
looked focus can be serious; (3) in the surgi- 
cal removal of the mucosa lining the sinus, 
the bone should not be curetted; (4) free 
drainage or communication of the sinus with 
the nose must be established and maintained; 
(5) the possibility of an acute exacerbation 
of a chronic infection or the presence of latent 
sinus disease must be borne in mind; (6) 
anatomic relations to vital structures such as 
the brain must be known as well as respected, 
the antibiotics are no substitute for good sur- 
gery; (7) diagnostic or therapeutic puncture 
of the maxillary sinus is not without danger. 

Osteomyelitic manifestations of rhinogenic 
origin must be known to the clinician, both 
as to their fundamental pathologic change 
and their expected clinical course. Gradations 
of osseous alterations are capable of produc- 
ing different forms of clinical disease, for 
which the management may hold forth a 
variable therapeutic range. While chemother- 
apy and antibiotics have increased the thera- 
peutic index of safety, they have not elimi- 
nated the need for concern or surgical inter- 
ference of drainage of a suppurative focus or 
the removal of involved bone. 


Less well understood are the limitations of 
antibiotic therapy in suppurative ear disease, 
the implication being that as such it should 
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not and does not exist any more. Such er- 
roneous information has led to situations im- 
pugning the motives of the otologist who sug- 
gests surgery of the ear. Little is appreciated 
among practitioners at large, of the potentiali- 
ties of the organization into scar tissue and 
adhesions of middle ear inflammation (fluid), 
of middle ear suppuration, or of the menacing 
specter of cholesteatoma. The antibiotic 
crutch of dependence has produced a new 
generation of physicians—their service to their 
patients being open to question when viewed 
in the light of the resultant loss of hearing 
and life-endangering complications. 


Carcinoma of Upper Respiratory Tract 


The areas of the head and neck, the air and 
food passages, are very common sites of both 
benign and malignant types of tumors. Can- 
cer kills 200,000, 13.5 per cent of all deaths, 
in the United States annually. Of these, over 
6 per cent are of the head and neck regions. 
The various tumors involving the ear, nose 
and throat, including the salivary glands, the 
sinuses, the nasopharynx, the larynx, the 
trachea and bronchi, and the esophagus are 
accessible to view by those qualified to do so, 
requiring special instrumentarium and _ tech- 
nic. The ability to view the nasopharynx by 
means of the posterior rhinoscopic mirror may 
serve to solve the mystery of a lump in the 
neck, or being able to visualize the vocal cords 
will remove the guesswork from hoarseness. 
The final determinant of the type tumor and 
whether it is benign or malignant, is made on 
the basis of a carefully removed adequate 
piece of tissue, removed under direct vision 
and studied under the microscope. Nasal 
blockage, bleeding from the nose or pharynx, 
swellings, hoarseness or an alteration in the 
voice, dysphagia and difficulty in breathing, 
are a few of the symptoms which may be in- 
dicative of commonplace or benign tumors 
and on the other hand may signalize malig- 
nant disease of the various anatomic areas so 
affected. It must be borne in mind that some 
of the benign tumors, by virtue of their site 
and size, to say nothing of their bleeding 
tendency, present formidable surgical prob- 
lems. 


Restrictions to successful cancer manage- 
ment comprise the lack of early diagnosis oc- 
casioned by the fact that some patients fail to 
heed warning signs that would have them seek 
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early medical aid, and the fact that some phy- 
sicians may fail to recognize the beginning of 
malignant disease. Additionally, successful 
cancer management may suffer from the fail- 
ure of doing the most adequate procedure at 
the very start of treatment (primary inade- 
quacy). Cancer is one of those diseases that 
brooks neither procrastination nor imcompe- 
tence, nor does it call for timid decisions to 
spare some part of the physiognomy just to 
serve feelings of vanity or false implications 
that a sparing approach to a tumor is being 
conservative. Cancer is a relentless foe not to 
be defeated by injudicious application of var- 
ious methods of treatment, the fear of cos- 
metic deformity or timidity in sacrificing an 
organ or part of the body, or believing radia- 
tion to be a more conservative form of effec- 
tive treatment. 


The advances made in the past decade in 
pre- and postoperative care, in the use of 
blood and blood substitutes, improved tech- 
nics of anesthesia and of extensive surgical 
procedures, the better knowledge of fluid and 
electrolyte balance, the proper employment 
of antibiotics and chemotherapy, the methods 
of reconstructive surgery and the replacement 
of lost parts by artificial moulds or prostheses, 
all make for increasingly improved and suc- 
cessful care of the cancers about the head and 
neck areas. Irradiation and surgery are to 
complement each other and are not to be used 
competitively. Each anatomic area may be 
“blueprinted” for an attack based upon the 
experience of those who have devoted much 
study and effort to combating an adversary 
which often slowly stalks its victim and sud- 
denly viciously strikes a low blow. 

In cancer of the external ear canal and 
middle ear, any attempt to preserve the au- 
ricle leads to failure. The surgery must ignore 
cosmesis and function. Results in nasopharyn- 
geal cancer are poor because of the cellular 
type of malignancy and delayed diagnosis. 
External and intracavitary irradiation is the 
treatment of choice. Involvement of the nasal 
and nasal accessory sinuses calls for wide ex- 
cisional resection of the parts; the willingness 
to sacrifice the maxilla and hard palate and 
the orbit and its contents if need be. Carci- 
noma of the lip is most controllable by wide 
surgical excision, by a V-excision or a sliding 
flap. Tongue involvement lends itself to sur- 
gery. The indications for resection of part of 
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the mandible in mouth cancer depend upon 
the close proximity or actual involvement of 
the mandible by the primary tumor; fixation 
to the mandible by a metastatic node or nodes 
and the need for wide exposure of large le- 
sions particularly those extending into the 
posterior third of the mouth. This will permit 
local exicision of the primary cancer and clo- 
sure of the oral defect. The hypopharynx and 
larynx call for surgery. The only contraindica- 
tions to surgery in all head and neck cancer 
being the condition of the patient, the extent 
of the disease being beyond the likelihood of 
control and the presence of extensive bilateral 
metastases, nodes adherent to the carotid ar- 
tery, distant metastases or in uncontrollable 
primary lesion. 


Deafness 


Since communication is an essential func- 
tion of civilization, the partial or complete loss 
of hearing becomes the concern of everyone. 
The nature and causes of hearing loss, its ef- 
fect upon the life of the individual, and the 
modern methods of helping him to live in a 
normal hearing world are of interest to the 
physician, the educator, the public health of- 
ficial, to the military, to industry and to the 
community. While it is true that hearing def- 
icits lack the drama of other disabilities that 
tug at the heart-strings of public imagination, 
an informed public being a prepared public, 
will have an awareness of the social, economic, 
educational, vocational, psychologic and medi- 
colegal implications of hearing loss. Medical 
and nonmedical workers have joined forces in 
the positive effort of the prevention of hear- 
ing loss, the conservation of this important 
special sense and lastly, in formulating a pro- 
gram of rehabilitation of those so handi- 
capped. 

The care of the handicapped is said to rep- 
resent the index level of our civilization. It is 
the concern of the physician to recognize the 
total person in relation to: 

1. The interpersonal relationships of fam- 

ily and the community, 

2. Adequate physical or medical care, 

3. The patient’s need to be wanted or ac- 

cepted, and 

4. The convergence of medical, physiologic, 

social, educational and economic serv- 
ices. 
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An estimated 2 to 3 million persons in the 
United States suffer from a handicapping 
hearing loss in one or both ears. Some believe 
it to be anywhere from 2 to 3 per cent of the 
total population. Affected are the preschool 
child, the school child and the adult (includ- 
ing the older age group). Within recent years 
much more light has been thrown on the so- 
called congenital or intra-uterine factors in 
the causation of hearing loss. The once in- 
nocuous German measles looms now as a 
formidable foe because it can cause, among 
other conditions, deafness in the newborn 
(rubeolic embryopathy) if the disease is con- 
tracted by the expectant mother during the 
first four months. Then too, we have come to 
regard the RH factor of the mother’s blood as 
a cause of hearing loss as affects the newborn. 
The newer knowledge and special testing pro- 
cedures have permitted studies which have 
discovered that some of the children pre- 
viously regarded solely as deaf suffer in reality 
from either deaf-cerebral palsy, deaf-mental 
retardation or are aphasic due to brain dam- 
age incurred before or at the time of birth. 
To discover these children early is a neces- 
sity and within the province of the physician 
so that proper educational approaches may be 
employed. It is also necessary to ferret out of 
the schools those who have substandard hear- 
ing with mass surveys before they are placed 
in the frustrating atmosphere of a classroom 
with groups of children hearing normally. 

In the city of Chicago, we have come up 
with some interesting statistics on the basis 
of over 150,000 children examined during the 
past 5 years. This has been carried out under 
our direction, aided by a team of trained per- 
sonnel. A large percentage of these children 
(8 per cent) were found to have hearing 
deficits. The importance of finding these def- 
icits was that many were remediable and in 
69 per cent parents had no prior knowledge 
of hearing difficulties. Family doctors and 
specialists have been alerted and the pupils 
have been followed-up relative to seating 
placement, special education and definitive 
treatment. 

The overall importance of this type of 
survey lies in finding large numbers of chil- 
dren with remediable losses and some requir- 
ing other forms of medical care. Of impor- 
tance also is what it means to the child in re- 
gaining normal hearing acuity. The city of 
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Chicago finds that as a result of this survey 
one million dollars a year are saved through 
the salvaging of so-called educationally re- 
tarded cases. It is important that these chil- 
dren are discovered early so that they do not 
lose grades, because a grade lost is a grade 
cost to a community. 


Adult hearing loss presents a problem in 
every community, posing personal, social and 
economic implications for the individual. 
Education of the public as to what may be ac- 
complished for the hard of hearing is of para- 
mount importance. Some types of hearing loss 
are reversible if discovered early and treated 
correctly by medical or surgical means. For 
some people, hearing loss may bring about a 
crisis in life in that a means of livelihood is 
in jeopardy, capacities, interests and aspira- 
tions are threatened, while in others, a social 
crisis is precipitated. The ability to hear and 
understand speech is so universal that any 
impairment of this function is likely to un- 
dermine self-respect. The hard of hearing per- 
son may come to regard himself as peculiar 
and eccentric. He readily moves into an atti- 
tude of self-pity and becomes antisocial. When 
well meaning friends offer false hopes and 
“will-of-the-wisp” remedies it is an obstacle, 
but when physicians do the same they pre- 
vent the patient from accepting his hearing 
loss as a reality. The person, rather than the 
disorder, becomes the main goal of an effort 
at rehabilitation to restore his self-respect, 
make him self-sustaining, socially invincible 
and educationally adequate. The experiences 
of World War II have set the patterns for re- 
habilitation of the adult who is hard of 
hearing. 

The economic implications of hearing loss 
for the individual are great but the cost to the 
nation is fantastic. The yearly outlay of the 
Veterans Administration for 90,000 ear cases 
is $14,000,000, not including the replacement 
and upkeep of hearing aids. These cost $650, 
000 and the batteries alone cost $440,000 per 
year. Industry faces a similar economic loss if 
pre-employment hearing tests and preventive 
measures against noise hazards are not fol- 
lowed. 


Tracheotomy 


Newer trends have broadened the indica- 
tions for tracheotomy, and it is no longer a 
procedure reserved for the heroics of a last 
minute stand against impending death. Main- 
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tenance of the airway is of paramount impor- 
tance in all forms of surgery (the lack of it 
may lead to cardiac arrest), in any condition 
of unconsciousness lasting over 48 hours (head 
injuries, barbiturate poisoning, etc.), in seri- 
ous injuries or burns of the body, in debili- 
tating states where removal of secretions from 
the pharynx, larynx and bronchi makes for a 
more practical nursing problem (as in laryn- 
gotracheobronchitis and bulbar poliomyelitis) 
and in conditions of intrinsic or extrinsic ori- 
gin resulting in laryngeal obstruction (edema, 
bilateral abductor paralysis, stenosis and the 
like). The proper technic of tracheotomy is 
generally not well known or practiced. Too 
frequently is a tracheotomy site placed high, 
even into the cricothyroid membrane. In chil- 
dren and in females the smaller size of the 
larynx and trachea must be respected by the 
selection of a tube of size in accordance with 
the age and sex of the patient. Midline 
incisions and a minimal dissection of the 
peritracheal region is preferred, wide dissec- 
tion encourages emphysema especially if tight 
closure of the wound is made. 


Nasal Polyps 


A rhinologist’s complacency may readily be 
disturbed if he attempts to view the progress 
or rather, the lack of it, in regard to the prob- 
lems of etiology and treatment of nasal polyps. 
Not much of an advance is claimed since the 
days of the Arabian writer Avicenna, 980 to 
1036 A.D., when he likened polyps to hemor- 
rhoids and advised their ligation. Neither has 
startling light come to the origin of these 
bodies since St. Hilaire described polyps in 
1698, explaining that “when heat and dis- 
turbance enter the blood, its viscosity in- 
creases and the viscid parts are extruded. The 
heat fixes and condenses them and when 
abundant in a spongy structure, as the nose, 
furnishes the substances for polyps that swell 
the vessels and dilate the glands.’ Hippocrates 
first described five kinds of polyps and even 
went so far as to give a snare technic for their 
removal. Morgagni (200 years ago) said they 
occur more in the nose than sinuses. Previous 
to the eighteenth century nasal polyps were 
described as foreign bodies and granulations. 

Others have considered them to be due to a 
disease of the bone or a disease of the glands, 
the ducts of the infected glands becoming ob- 
structed, then cystic, producing periglandular 


NOVEMBER 1955 


irritation with polypoid formation. Others 
have thought that polyps arise from disease 
of the bone, that the infection is primary in 
the bone and that the soft tissues are only 
secondarily involved. Then others have sug- 
gested chemical changes in the soft tissues are 
only secondarily involved. Still others have 
suggested chemical changes in the soft tissues, 
an increase in the hygroscopic characteristics 
resulting in an increase in the amount of in- 
terstitial fluid. The feeling has often been ex- 
pressed that polyps arise because of basic 
vascular changes in the nasal mucosa, being 
aided and abetted by chronic and repeated 
attacks of sinusitis. A periphlebitis or a peri- 
lymphangitis is produced, resulting in the ob- 
struction of the return flow of the interstitial 
tissue fluids (Eggston). The obstruction first 
causes a passive congestion, an edema of the 
tunica propria. We return to the Avicenna 
era, for Eggston likens the mechanism of 
polypoid formation to the production of 
hemorrhoids. There is an obstruction to the 
return flow of the blood and fluid, with a 
congestion and probably a thrombosis. The 
arterial supply remains intact. The fluids con- 
tinue to enter the system, but drainage is 
interfered with, thereby distending the tis- 
sues. With distention there is interference 
with oxidation in tissues. Venous stasis is 
present. 


The treatment of nasal polyps consists of a 
combined program of antiallergic, anti-infec- 
tious action, and the control of the mechani- 
cal factors, since they are all usually found in 
a patient with a polyp-complex. Antiallergic 
therapy is usually incomplete anc unsatis- 
factory. So-called “polypectomy” is incomplete 
and purely symptomatic. Constant histologic 
vigilance must be maintained when polyps 
recur. Malignant change is not unusual. Sinus 
surgery has its anatomic restrictions, since the 
disease is seldom limited to one sinus, and 
the results are frequently poor and at times 
the response in severe allergy is catastrophic. 
Etiologic therapy by the suppression of the 
inciting cause which, if chronic inflammation, 
calls for a complete cure of the involved sin- 
uses ar.l the reduction of the multiple and 
complex allergic factors all of which are dif- 
ficult to achieve. 


Labyrinthine Disease 


Under the generic term “dizziness” come 
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the goodly and confusing number of descrip- 
tive sensations described by patients as light- 
headedness, unsteadiness, swooning, blacking- 
out, staggering, sea-sickness, giddiness, faint- 
ness and the like. Almost any system in the 
body is capable of producing such feelings of 
a disturbance in balance. A careful history 
avoids the unfortunate approach of diagnosis 
by the elimination one by one of gastrointes- 
tinal, central nervous system, ocular, and 
cardiovascular causes, and finally some 
thought given to the labyrinthine end organ 
system. The psychosomatic reference point to 
anxiety states, hysteria, neurasthenia, hypo- 
chondriasis and malingering are frequently 
favored as diagnostic tools. Employment of 
test procedures such as gastrointestinal series, 
dwelling on the nausea and vomiting, only 
adds to the patient’s discomfiture. The trial 
and error therapeutic approach to the diag- 
nosis of a disturbance of the labyriath by pre- 
scribing the newer drugs such as Dramamine 
and Bonamine is not rational. The “catch-all” 
diagnosis of Meniere’s disease must be sup- 
ported by a history of sudden severe paroxys- 
mal attacks of environmental vertigo, a true 
sense of movement in which objects seem to 
move around him, hearing loss and tinnitus, 
frequently accompanied by nausea, vomiting 
and vasomotor symptoms of pallor and cold 
perspiration. 

A valuable diagnostic sign is the presence 
of a characteristic spontaneous nystagmus dif- 
ferent from that found in uveal tract or cen- 
tral nervous system involvement. Physical 
findings required include tuning-fork tests, 
audiometric evaluation, caloric and/or rota- 
tional tests. The internal auditory meatus 
may occasionally be occupied by an acoustic 
neuroma and produce the triad of symptoms 
of vertigo, hearing loss and tinnitus. It is, 
therefore, advantageous to employ x-ray study 
of this site to rule out such a possibility. The 
treatment of labyrinthine vertigo is purely 
symptomatic including bedrest, control of the 
anxiety by the administration of barbiturates 
and instruction in the hygiene of motion such 
as the avoidance of sudden turning or bend- 
ing. Antihistaminics have been of value in the 
treatment of the vasomotor symptomatology. 
Surgical ablation of the labyrinth is reserved 
for a very small group of carefully selected 
cases in which there is unilateral disease and 
the hearing loss is severe and irreversible and 
the dizziness incapacitates the patient. 
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Cephalalgia 


Head pain, which includes headache and 
neuralgias, is to be regarded as a medical or- 
phan. The sufferer is on a “merry-go-round” 
consulting medical and surgical specialists of 
varied interests. Caricatures and barbs in the 
lay press depict the stormy excursions of the 
patient seeking relief from a headache, end- 
ing up with so simple and logical a remedy as 
getting a proper collar size! Some clinicians 
would simplify the problem to a reducible 
minimum by regarding all pains relieved by 
a placebo or an aspirin tablet to be mere 
nothings or only evidence of tension states. 
One has only to experience the contrary to be 
made keenly aware of the fact that this need 
not be the case. 


All tissues, particularly the arteries, cover- 
ing the cranium are pain sensitive, whereas 
those of the cranium itself are relatively in- 
sensitive. Of the intracranial structures the 
venous sinuses and their tributaries, the dural 
arteries at the base, the dura of the tentorium, 
falx cerebri and at the base, are pain sensi- 
tive. The mechanism of pain is basically 
either by traction, distention or pressure of, 
and on the pain sensitive areas. It is readily 
understood that vascular types of headaches 
can be associated with:—Vasodilator sub- 
stances (alcohol, tobacco, nitrites, histamines, 
auto fumes, etc.); occupational or situational 
tension states; emotional upsets; mental con- 
ditioning in which each episode is related to a 
chain of events; endocrine imbalance; hyper- 
tension; nonspecific factors embodying tem- 
perature changes and fatigue; and allergy. 
Inflammation leading to hyperemia, swelling 
or fluid may by expansion or distension bring 
about pain. The same may be said regarding 
the effect of tumor masses. The fifth, ninth 
and tenth cranial and the upper cervical 
nerves frequently are in the path of aural, 
sinal, nasal, pharyngeal, nasopharyngeal and 
laryngeal involvement. Their recognition may 
be difficult because the pain is atypical or re- 
ferred to an area from another site. Otalgia is 
a typical example of this when it is realized 
that an earache may originate from such areas 
as the sinuses, the nasopharynx, the larynx, 
from the teeth, and even centrally. 


A discussion of head pains can always be 
enlivened by the recitation of the bizarre 
etiologic factors we discovered in the cases 
where our colleagues failed. They undoubt- 
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edly could be very embarrassing if they re- 
vealed our errors of omission and commission. 
It applies generally to many of our tasks but 
particularly to the realm of headaches and 
pains that we recall Oliver Wendell Holmes’ 
aphorism, “Keep your doubts to yourself and 
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give the patient the benefit of your experi- 
ence.” SKILL is the physician’s stock in trade. 
The lack of it spells out NOT: Seeing; Know- 
ing what to look for; /nterpreting correctly; 
Looking at all; Listening, which is, of course, 
the most serious indictment. 


The Value of Personal Attendance by 
the Physician During Labor 


RICHARD C. FORMAN, M.D., Coral Gables, Fla. 


Sedation, anesthesia and other items of care during labor are evaluated in terms of 


uterine inertia and effects upon the child. 


WE HAVE BEEN PROUD of the reduction in ma- 
ternal mortality which has come about 
through the use of antibiotics, more liberal 
blood transfusions and a greater number of 
deliveries in hospitals. In 1948,' 85.6 per cent 
of the 3,535,068 recorded live births were de- 
livered in hospitals. The American Hospital 
Association figures? reveal that the average 
daily hospital population in the United States 
averages 1,341,623. This means that our hos- 
pitals are big business. Efficiency experts are 
employed to show how to cut down on the 
care of patients to save nurses’ time. The care 
of the patient is becoming more mechanized 
because of the lack of nursing personnel and 
the patient is not treated as an individual. A 
recent edition of Science® describes a new elec- 
tronic thermometer which has been developed 
that takes the nurse one second to take a pa- 
tient’s temperature. Eastman? has recently 
stated that lack of nursing personnel is going 
to become one of our most important prob- 
lems in good obstetrical care. 


Ever since women have begun to beget, they 
have endured their labor in familiar surround- 
ings with relatives or friends to comfort them. 
At the present time, however, we recommend 
that she leave her home surroundings and go 


*Read before the Section on Obstetrics, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
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to a strange hospital with strange nurses. Rela- 
tives are not allowed to be with her in the 
labor room because it would disturb the effi- 
ciency of that department. Naturally, she is 
afraid. As her contractions become closer to- 
gether she begins to get a little panicky, so we 
use sedatives. The effect of these may be that 
she begins to lose control of her mind, feels as 
though she is “passing out,” and she may be- 
come hysterical. It may become necessary to 
use bedside rails or restraints to keep her from 
injuring herself. Occasionally, she becomes a 
wild fighting animal, and unfortunately many 
of us treat her as such. It is probably here 
more than in any other place that we forget 
the art of obstetrics. This is the main objec- 
tion to hospital deliveries and it is high time 
that we correct this deficiency. Tender loving 
care in labor, whether given by the doctor, pri- 
vate nurse, midwife, husband or friend, is as 
important to the comfort and peace of mind 
of the woman in labor as is the science of 
obstetrics. 


During my tour of duty with the United 
States Navy in World War II, I was so unfor- 
tunate as to be assigned to dispensary duty 
the whole time. All I did was physical exami- 
nations and cover scratches with Banda‘ds. 


Consequently, when I was discharged and re- 
turned to private practice, I had forgotten 


| 

| 
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how to drape a patient, let alone deliver her. 
I am sure that you can understand how fright- 
ened I was when my first patient went into 
labor. I arrived at the hospital a good half 
hour before she did, and when I met her at 
the door, she just thought she was getting 
extra service. I did not dare leave her side 
throughout labor because I was sure some 
dreadful complication would -occur. Conse- 
quently, I rubbed her back when it ached, got 
her cold water to sip when she was thirsty, put 
her on the bedpan when she needed it, kept a 
clean dry pad under her, and got a blanket 
for her if she got cold. Fortunately, these pa- 
tients did not realize how frightened I was. 
Then as I became more confident, I found 
that these patients had spread the word 
around that I stayed with them during their 
labor. Consequently, they all demanded it. 
Over the past eight years then, I have been 
what you might call a glorified labor nurse. 


For sore time several of us have been per- 
sonally attending our patients when they are 
in labor. We try to keep them informed of 
their progress and everything is done to help 
them relax, not only to remove any fears 
they may have, but more important to give 
them medication so they will be comfortable. 
It has become our clinical impression that 
these patients go to sleep during their labor 
and are aroused only slightly with each con- 
traction, having received a moderate amount 
of Demerol and scopolamine. In contrast the 
patients who were cared for by specially 
trained labor nurses seemed to require larger 
doses of Demerol and scopolamine. The pa- 
tients who were cared for by the hospital labor 
nurses could not be put under such deep 
sedation because the nurses had so many du- 
ties it would be impossible for them to watch 
the patient at all times. I felt that the pres- 
ence of the patient’s doctor not only relieved 
her of the fear that the doctor would not get 
there in time, but also gave her the confidence 
and comfort of an old familiar friend. Con- 
sequently, less medication was required for 
sedation. I am sure many of you have seen 
patients wide awake or very apprehensive, 
noisy, and jittery on 100 mg. of Demerol and 
Gr. 1/150 of scopolamine. Yet when their doc- 
tor walked in the room and spoke to them 
they would relax, become quiet, and shortly 
fall asleep. Some of the doctors have sug- 
gested that we actually use some form of hyp- 
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notism, and I do not doubt that the power of 
suggestion probably does play a part in the 
patient’s sedation. 


It is also a clinical impression that large 
amounts of sedation will slow down natural 
labor (secondary uterine inertia), making it 
necessary to stimulate the uterine muscle with 
small doses of Pitocin to keep labor in prog- 
ress. Recently, Cantarow,* Shulman and Rat- 
zan,° and Baptisti,® have advocated the use of 
Pitocin, not only for the induction of labor 
and uterine inertia, but also to speed up labor. 
It may be a safe procedure but I am a little 
old fashioned; I have a lot of time, the pa- 
tient and baby have waited nine months, and 
a few more hours should not make much 
difference. 


Thirdly, it is our impression that the babies 
are more depressed by heavy sedation and 
there will be more delayed respirations in the 
infants of such a group of patients. 


Clinical Material 


The material for this study represents 1,521 
deliveries which occurred at the Doctors’ Hos- 
pital in Coral Gables, Florida, during 1953. 
This is a private 160 bed hospital with 29 ma- 
ternity beds. Sixty-five of the mothers’ or 
babies’ records were incomplete or misfiled, 
so that this study represents 1,456 deliveries. 
The latter are divided into three categories, 
depending on whether they had: (A) special 
labor nurses; (B) the hospital labor nurse; or 
(C) the doctor supervising the labor. 


There were 376 mothers in Group A, 713 
in Group B, and 363 in Group C. Cesarean 
sections totaled 60 or 4 per cent. The one 
maternal death was due to massive pulmonary 
embolism 12 hours after a normal spontane- 
ous delivery, a maternal mortality rate of one 
in 1,521 deliveries or 0.65 per cent per thou- 


TABLE 1 
TYPE OF DELIVERY 


Group A Group B Group C 


Per Cent Per Cent Per Cent 

Number of 
Deliveries 377 715 370 

Spontaneous 56 14.8 371 52.0 86 23.3 
Low forceps 261 69.4 277 38.8 209 56.5 
Mid forceps 4 | 2 0.3 6 1.6 
High forceps 0 1 0.1 l 0.2 
Scanzoni 17 4.5 21 2.9 39 10.5 
Breech 13 3.3 21 2.9 17 4.6 
Cesarean 26 6.9 22 3.0 12 3.3 


- 
| 
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TABLE 2 
LABOR 
Group A Group B Group C 
No. Hrs. No. Hrs. No. Hrs. 
Primiparas 108 8% 212 9% 111 9% 
Multiparas 242 5 479 5 240 5% 
Total average 350 6 690 6% 351 7 


Total number of cases differ from table 1 as many mothers 
delivered by cesarean section had no labor. Also delivery of 
second twin was not counted in labor. 


TABLE 3 
USE OF SECONAL 


Group C 


Group A Group B 
Per Cent Per Cent Per Cent 
Total Number 
of Patients 376 713 363 
None 52 13.9 312 43.8 78 21.5 
Gr. 1% (0.1 Gm.) 2 0.5 66 9.2 72 19.8 


Gr. 3 (0.2 Gm.) 150 39.9 292 41.0 115 31.7 
Gr. 4¥2 (0.3 Gm.) 168 44.7 25 3.5 78 21.5 
Gr. 6 plus 

(0.4 Gm. plus) 4 1.0 18 2.5 21 5.5 


sand deliveries. There were a total of 32 fetal 
deaths, a fetal mortality of 2.09 per cent. 

One would assume from table 1 that the 
mothers who were not supervised so closely 
would be more likely to have a spontaneous 
delivery, in as much as 52 per cent of the 
Group B patients were delivered in that fash- 
ion. Actually this group is comprised mostly 
of general practitioners who prefer spontane- 
ous delivery over outlet forceps deliveries. 
Twice as many mothers in Group A had ce- 
sarean sections. Sixteen of these sections were 
primary and 10 were “repeat” sections. One 
significant factor in this table is that 10.5 per 
cent of the mothers in Group C had persistent 
occiput posterior positions and were delivered 
by the Scanzoni maneuver. One might con- 
clude from this that if the doctor is watching 
his patient he may take her into the delivery 
room too soon and not allow her enough time 
to rotate to an anterior position. However, 
when one looks at table 2, the average length 
of labor is essentially the same for all three 
groups and, if anything, a little longer when 
the doctor supervises the labor. 

The next three tables show the amount of 
sedative the different groups received. Table 
3 shows that the group of patients with the 
private labor nurse or the doctor supervising 
labor used about the same amount of Seconal. 


From table 4 it may be seen that the ma- 
jority of patients having a private labor nurse 
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received two to three times as much Demerol 
as the patients in the other two groups. With 
regaid to scopolamine, the majority of patients 
having a private labor nurse received more 
than three times the amount the patients in 
the other two groups received. This is well 
shown in table 5. 


These three tables show that the mothers 
who are cared for by a private labor nurse 
receive greater amounts of sedatives to obtain 
amnesia. I do not think there is any doubt, 
however, but that these patients have a deeper 
amnesia than the other two groups. My inter- 
est is, would these mothers require as much 
medication to produce the same degree of 
amnesia if their doctors were at their bedside? 
I do not know and I do not know now how 
one would prove it. I do believe, however, 
that each patient has an individual tolerance 
for the various medications, and that some 
will need much less and others will need much 
more of the same drug to reach the same level 
of amnesia. The doctor can tell better how 
much sedative each individual patient will re- 
quire if he is at her bedside. 

One wonders indeed, if this degree of heavy 
sedation would prolong labor? As you re- 
member in table 2 the average length of labor 
was essentially the same in each group. In 
reviewing the cases, however, one finds that it 


TABLE 4 
USE OF DEMEROL 


Group A Group B Group C 

Per Cent Per Cent Per Cent 

Total Number 
of Patients 376 713 363 

None 20 54 53 74 30 8.5 
1—100 mg. 86 22.9 504 70.8 233 64.2 
101—200 mg. 210 55.8 147 20.6 74 20.4 
201—300 mg. 49 13.1 7 1.0 6 1.6 
301—400 mg. 10 2.6 1 0.1 0 
400 plus mg. 1 0.2 1 0.1 0 

TABLE 5 

USE OF SCOPOLAMINE 
Group A Group B Group C 

Per Cent Per Cent Per Cent 

Total Number 
of Patients 376 713 363 

None 21 5.6 67 9.3 30 8.5 
Gr. 1—1/150 3 0.8 432 60.7 141 38.8 
Gr. 1/149—1/100 10 2.7 113 15.9 79 21.2 
Gr. 1/99—1/75 10 2.7 59 8.3 74 20.3 


Gr. 1/74—1/50 58 15.4 24 3.4 28 Tod 
Gr. 1/49—1/25 211 56.1 17 2.3 12 3.3 
Gr. 1/24—1/12 62 16.5 1 0.1 1 0.2 


Over Gr. 1/12 1 0.2 0 0 
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TABLE 6 
USE OF PITOCIN 


Group A Group B Group C 
Per Cent Per Cent Per Cent 
Total number 3 
of patients 376 713 363 
‘Total number 
of inductions 114 30.5 135 18.9 33 9.0 
Pitocin 113 116 20 
Rupture of 
membranes 1 6 9 
Office 0 13 4 


Number of patients 

receiving Pitocin, 

but not inductions 97 25.8 100 14.0 14 3.9 
Total number 

receiving Pitocin 


during labor 211 56.1 235 32.9 47 12.9 


was necessary to use Pitocin during the labor 
of 56.1 per cent of the mothers in Group A 
in order to stimulate labors. In all three 
groups, those mothers who were induced re- 
ceived Pitocin throughout a major part of 
their labor, even after labor had been estab- 
lished. Baptisti® and Cantarow* have shown 
that labor is hastened with the use of Pitocin. 
It has been our impression that sedatives do 
slow down labor. Judicial use of Pitocin will 
counteract the inertia produced by sedation 
so that the average length of labor is the same. 
In a recent article, Passmor and Santa Cruz? 
have used much larger doses of Demerol and 
scopolamine than described here. Sedation 
was used to an anesthetic level so that no fur- 
ther anesthesia was required for delivery ex- 
cept oxygen. They claim that there is no 
slowing down of labor by sedation. I feel sure 
that most of you have used large amounts of 
sedation in the occasional patient with pro- 
longed labor to slow down the contractions 
and give the uterus a rest. 

Table 6 indicates the number of patients 
that received Pitocin during their labor. Most 
of them were for primary inductions, but it is 
also :nteresting to note how many patients in 
spontaneous labor needed uterine stimulation. 
It is amazing how misleading statistics may be. 
Looking at Group B patients, which were su- 
pervised by the hospital nurses and had the 
least sedation, we find 14 per cent needed 
stimulation of labor as compared with 3.9 per 
cent of patients with greater sedation and 
whose labors were supervised by their doctor 
(Group C). Actually, when one examines the 
records of these patients, 44 or 6.2 per cent 
were completely dilated multiparas. All of 
them received a minimum of Pitocin as they 
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were placed on the delivery table. Their la- 
bors had not been slow nor was there any 
evidence of inertia. On the other hand, the 
patients in the other two groups seldom re- 
ceived Pitocin within one hour of delivery, 
except a few who were induced with intra- 
venous Pitocin and received it through the 
third stage of labor. 


In a comparison of these groups, it is evi- 
dent that the patients who had heavier seda- 
tion also needed stimulation of the uterine 
musculature more frequently. It is not shown 
in the table, but the records also show that 
the patients who received the largest amounts 
of sedatives also received the largest amounts 
of Pitocin during their labor. 

The fetal mortality was essentially the same 
for each group. 

From table 7 one can see that stillbirth and 
prematurity were the primary causes of deaths. 
Several of those listed as stillborn were also 
premature and several also had congenital 
anomalies incompatible with life. One of the 
babies with erythroblastosis had marked hy- 
drops fetalis, was delivered at 30 weeks gesta- 
tion and lived only 15 minutes. The other 
child was delivered at 38 weeks, and had an 
exchange transfusion at birth but died when 
three days old. 


I hope you will make note of the fact that 
no corrected fetal mortality is given. It is my 
contention that the obstetrician should as- 
sume the responsibility for perinatal mortality. 
It does not seem fair to try and improve fetal 
mortality records by eliminating stillbirths, 
congenitally deformed infants, nonviable pre- 
mature infants, erythroblastotic infants and 


TABLE 7 
FETAL MORTALITY 


Group A 
Per Cent 


Group B 
Per Cent 


Group C 
Per Cent 
Total number 
of infants 377 715 370 
Total fetal 
mortality 9 2.4 17 2.3 
Stillborn 1 11.1 8 47.0 
Congenital 
anomalies 2 
Premature 4 
Erythroblastosis 0 
1 
0 


1.6 
33.4 


no 


22.2 
44.5 


16.6 
16.6 
33.4 
Ruptured uterus 11.1 
Abruptio placenta 
Asphyxia 
neonatorium 
a. Cerebral 
hemorrhage 0 1 5.9 0 
b. Congenital 
atelectasis 1 11.1 2 11.8 0 


i 
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the like. We certainly are able to help women 
who habitually abort, and to help prevent pre- 
mature labor better than ten years ago. The 
better health of mothers today increases their 
resistance to viral infections and helps de- 
crease the congenital anomalies. The day of 
planned pregnancy has already arrived. I be- 
lieve the education of the public for both hus- 
band and wife to have pregestational examina- 
tions to insure healthy sperm and a healthy 
ovum to start with will also decrease the num- 
ber of infants with congenital abnormalities. 
This should not only include a complete phys- 
ical examination for both, but complete blood 
studies, urinalysis, Kahn test, sperm count, 
and temperature chart. Any unusual findings 
naturally should be corrected or investigated 
further, such as anemia, vaginal or cervical 
infections, retrodisplacement of the uterus, 
diabetes, hypertension, kidney or heart dis- 
ease and tuberculosis. The couple should be 
instructed as to general hygiene in regard to 
diet, rest, alcohol, and tobacco. It may be 
important to supplement their diet with vita- 
mins and minerals. I have not read any fur- 
ther follow-up reports from Duke University 
in regard to the predetermination of the sex 
of the child by the timing of intercourse be- 
fore or after ovulation, but I do think it wise 
to instruct them to abstain for about five days 
before ovulation so that mature sperm are 
present. It is not too much to hope that med- 
ical science will find a solution to the problem 
of erythroblastosis in the future. 


Table 8 shows the number of babies that 
had asphyxia neonatorium. As you can see I 
have divided them up into three groups, 
namely, those babies with respirations delayed 
from one to three minutes, those that required 
resuscitation and artificial respiration, and 
those that required in addition some stimu- 
lant such as Coramine. There was definitely 
more depression of the babies among the 


TABLE 8 
ASPHYXIA NEONATORIUM 


Group B 


Group A Group C 
Per Cent Per Cent Per Cent 
Total number 
of infants 377 715 370 
Total asphyxiated 
infants 31 8.2 43 5.9 14 3.8 
Delay 1-3 minutes 5 16.1 13 30.2 4 28.5 
Resuscitation 8 25.8 22 51.2 7 50.0 
Resuscitation and 
Coramine 18 58.1 8 18.6 3 21.5 
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TABLE 9 
ANESTHESIA 
Group A Group B Group C 
Per Cent Per Cent Per Cent 

Total number 

of patients 376 713 363 
Cyclopropane 363 96.5 634 89.0 170 46.5 
Cyclo. plus 

pudendal 5 1.3 1 0.1 5 1.4 
Nitrous plus 

pudendal 1 0.3 1 0.1 108 29.8 
Cyclo. plus ether 1 0.3 4 0.6 3 0.8 
Nitrous plus ether 2 0.5 1 0.1 
Nitrous 3 0.8 4 0.6 9 25 
Nitrous, ether, 

cyclo. 1 0.3 2 0.5 
Pudendal 4 0.6 51 14.0 
Pudendal plus ether 2 0.5 
Ether 52 7.3 1 0.6 
Spinal 4 0.6 ll 6.7 
Trilene 1 0.6 
None 8 1.1 0 


mothers that had greater amounts of sedatives. 
Three times as many babies in Group A re- 
quired a stimulant such as Coramine. 

Table 9 shows the distribution of the moth- 
ers in regard to type of anesthesia that was 
given. 

Ninety-six per cent of the mothers in Group 
A received cyclopropane and oxygen, 89 per 
cent of Group B and 46 per cent of Group C 
received the same anesthesia. Another point 
of interest not shown in the table was that 
none of the babies showed any signs of as- 
phyxia neonatorium when the mothers re- 
ceived pudendal or saddle block anesthesia. 
This seemed to be true even when the mothers 
were in a state of heavy sedation during labor. 
Passmor and Santa Cruz’ also found that seda- 
tion alone had little effect upon the spon- 
taneous respirations of their infants. One 
would conclude then that the fetal depression 
is not due so much to heavy sedation alone, 
but to the combination of sedation and inhala- 
tion anesthesia. The John T. MacDonald 
Research Foundation of Coral Gables, Flor- 
ida, has recently made funds available for us 
to study this problem of sedation and fetal 
depression further. 


Summary 


(1) A total of 1,456 deliveries in a private 
hospital are reviewed with regard to super- 
vision of patients during labor. 


(2) Personal supervision of patients dur- 
ing labor by the physician does not improve 
the science of obstetrics, i.e. maternal mortal- 
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ity or morbidity, fetal mortality, duration of 
labor or rate of cesarean section. 


(3) Heavy sedation can produce secondary 
uterine inertia. This may readily be corrected 
by the judicial use of Pitocin. 


(4) Heavy sedation combined with inhala- 
tion anesthesia is more apt to delay the breath- 
ing and crying time of the infants than heavy 
sedation combined with pudendal or saddle 
block anesthesia. 


(5) The obstetrician should assume the re- 
sponsibility of perinatal mortality and no 
longer correct fetal mortality rates. It is rec- 
ommended that the public be educated so that 
couples will have pregestational examinations 
in the hope of improving the fetal mortality 
rates. 


(6) Lack of nursing personnel is becoming 
more of a problem in good obstetrical and 
hospital care. Something should be done to 
make the nursing profession more attractive 
to our high school graduates. 


(7) Obstetrical science should not over- 
shadow the art of obstetrics. Personal support, 
whether in the form of doctor, private nurse, 
midwife, husband or friend, is equally as im- 
portant as analgesia and anesthesia in the com- 
fort and peace of mind of the woman in labor. 
The lack of this personal support is the main 
objection to hospital delivery. 


I wish to express my gratitude to Mrs, Mary Reeder, 
Director of Doctors’ hospital, and all the doctors prac- 
ticing obstetrics in the Doctors’ Hospital for their kind 
permission to examine the records of their deliveries 
for the year 1953. I also wish to thank Mrs. Ruby 
Kennedy, medical librarian and Jean Hamm for their 
help in compiling the statistical data. 
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Discussion (Abstract) 


Dr. Robert H. Barter, Washington, D. C. ‘This con- 
ception of care during labor is not a new one for us. 
It is something that Dr. Parks insisted upon from the 
opening of the George Washington University Hospital. 
We do not tolerate the physician who arrives at the 
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same time the baby does. That doctor has not been 
of much help to the patient during her labor. We 
expect the doctor at least to be in the hospital, not 
necessarily at the patient’s bedside, but in the hospital, 
and more succinctly, in the delivery suite when the 
patient is in active labor. Dr. Parks has made a very 
interesting observation which can be passed on here,— 
how easy it is to stay away from the patient during the 
end of the first stage of labor and during the second 
stage of labor, when the patient is apt to be more 
apprehensive, perhaps being a little more hyperkinetic, 
—the time she needs her obstetrician most, that is the 
time when it is easiest not to be there. 

An interesting corollary to the subject was discussed 
by Dr. Norman Miller in Washington last March at 
our Kellogg Lecture. In speaking of the care of the 
patient having carcinoma, particularly in the terminal 
stage, he pointed out how easy it is for the doctor, in 
making his ward rounds, to see all of the patients he 
has operated upon except the ones who are dying from 
cancer. How easy it is to pass by the room of the 
patient who really needs a doctor; the others are going 
to get well anyway. 

I was interested in the incidence of a high forceps 
delivery. I think the 39 patients with Scanzoni rota- 
tions is a little high. Our incidence, which I do not 
think runs that high, is due to not waiting quite long 
enough for the mother to rotate the baby’s head, al- 
though with deep sedation or with caudal anesthesia, as 
you all know, the rotation of the fetal head does not 
occur as readily as it does in patients not under seda- 
tives. 

I think the average length of labor is six to seven 
hours; that should be impressed on all of us, as the 
normal length of labor. The statements in textbooks 
that the average length of labor is 12 to 18 hours is 
wrong. Certainly we no longer think a patient has to 
be in labor for 24 hours before she is in prolonged 
labor. Prolonged labor, as far as we are concerned, 
starts long before 24 hours if the labor is active. 

The sedation figures were extremely interesting; 
certainly the large amounts of sedatives were notice- 
able by their absence in the Group C patients, or those 
with whom Dr. Forman stayed during labor. We have 
an expression that is perhaps apropos here—that a 
spastic doctor has a spastic patient, and that patient 
is apt to have a spastic baby. 

Dr. Leo J. Hartnett, St. Louis, Mo. 1 cannot let 
this opportunity pass without saying something of my 
interpretation of the difficulties with obstetrics. That 
is the combination of the anesthetic with the use of 
analgesia. It has been my experience that cyclopropane 
has been the most dangerous of all anesthetics for the 
obstetric patient. 

In my part of the country, the hospitals do not pro- 
vide us with beds any more. They are using them for 
patients. The only rooms we had in which to sleep to 
watch our patients are utilized for patients. There- 
fore, the doctor now walks the floor or sits beside the 
patient. One way of getting the doctor there is the use 
of pudendal block. The patient is awake and knows 
whether the doctor is going to be there or not, and his 
absence is certainly evident. I believe if we use a local 
anesthetic, combined with light anesthesia, we will 
have a lot less trouble with the babies and certainly 
lower fetal mortality rates. 


; 
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The Medical and Preventive Aspects 
of Juvenile Delinquency> 


DANIEL L. SECKINGER, M.D.,f Washington, D. C. 


Juvenile delinquency has always been endemic. However, several factors in twentieth century 
living tend to multiply the instances to what portend to be epidemic levels. 


JUVENILE DELINQUENCY is our Nation’s num 
ber one problem. It has reached an epidemic 
stage. Therefore, we as doctors and leaders in 
our respective communities should take steps 
to eradicate it. 

In our society we physicians traditionally 
have occupied positions of prestige and re- 
spect. We should now lend our prestige to 
the solution of this major problem. We 
should take the lead in our respective com- 
munities to line up communtiy organizations 
and individuals behind a program designed 
to utilize to the fullest the productive capacity 
of our greatest resource,—our young men and 
young women. 

As doctors, we are particularly concerned 
with the medical or health aspects of this 
problem. When we are confronted with an 
epidemic, we move to find the cause. Then 
when we find the cause we seek to eliminate 
it, and by eliminating the source we also stop 
the epidemic. 

We should consider juvenile delinquency 
as much of an epidemic as we would, for in- 
stance, consider the spread of cholera or yel- 
low fever. As doctors, one of our major and 
current responsibility is to probe the causes 
of juvenile delinquency. Finding them we 
might stop the epidemic. 

In order to appreciate the present phase of 
this epidemic, we must take a comprehensive 
look at our society and review the factors 
which have contributed to the present state. 

During the past eight years through the 
press, radio, television and other media, we 
have had a fairly steady diet of gang warfare, 
robbery, rape, murder and other shocking 
events. This culminated in the torture and 


*Read before the Section on Public Health, Southern Medi- 
cal Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

tFrom the Department of Public Health, District of Colum- 
bia, Washington, D. C. 


murder incidents which came to light a short 
while ago in Brooklyn. The juvenile crime 
bill, which we all must pay, is astoundingly 
high. Because of this, at least temporarily, 
we suffer a terrible loss of that great natural 
resource,—our junior citizens, our boys and 
girls. 

To get a better picture of the juvenile de- 
linquency problem, let us examine some of 
the statistics available. There are about 19 
million junior citizens between the ages of 
10 and 18 in the United States. Of this num- 
ber more than a million are in some sort of 
trouble with the police each year. During the 
last 13 years the number of juvenile offenders 
brought to court has doubled. In 1953, an 
all time high, 435,000 offenders were brought 
to court.? 

The Federal Bureau of Investigation’s 1953 
study of crime in 1,174 cities revealed the fol- 
lowing deplorable development: the crime 
rate among adults in the cities studied rose 
only 1.9 per cent in that year, but among ado- 
lescents it rose 7.9 per cent. The more star- 
tling aspects of this situation are revealed in 
this breakdown of juvenile law-breaking. Ju- 
veniles under 18 committed 54 per cent of the 
auto thefts; 49 per cent of the burglaries; 16 
per cent of the rapes; 5 per cent of assaults; 
and 4 per cent of the homicides.* 


Prevalence of Juvenile Deliquency in the 
District of Columbia 


In the District of Columbia, in order to 
determine the delinquency rate for 1,000 chil- 
dren (7 through 17 years of age) by census 
tracts, the United Community Services com- 
piled a report based upon complaints the 
Juvenile Court of the District of Columbia 
had received of delinquent behavior. This 
report? reveals the following: 
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Population age 7 through 17 years 


92,224 
Total number of complaints 

Rate per 1,000 children age, 

7 through 17 years. ......6.csccces 34.3 


In 23 of 96 census tracts, 50 or more com- 
plaints per 1,000 children were made to the 
Juvenile Court. These tracts are located 
predominantly in the section which includes 
Washington’s worse slum areas. 


The Juvenile Court of the District of Co- 
lumbia made a breakdown according to age 
group and sex of a select group of 446 chil- 
dren about whom the Court had received 
complaints from October 15, 1952, through 
February 19, 1953. This breakdown reveals 
that of the 446 complaints, 371 involved boys 
and 75 involved girls. By age groupings, there 
were 18 boys and one girl under 10; 72 boys 
and 10 girls between the ages of 10 and 12; 
165 boys and 39 girls from age 13 to 15; and 
116 boys and 25 girls in the ages of 16 and 
17. 

These data indicate that in the District of 
Columbia boys are involved in acts of delin- 
quency five times more frequently than girls. 
This also reflects the national ratio. 


Data from the Detective Bureau of the 
Juvenile Squad of the Metropolitan Police 
Department of the District of Columbia show 
the increase in the number of complaints the 
Police sent to the Juvenile Court. For the fis- 
cal year 1951 there were 3,018 complaints, in- 
volving 1,540 boys; in 1952, 3,740 complaints 
involving 1,798 boys; and 1953, 4,294 com- 
plaints involving 2,126 boys.® 

The Superintendent of Schools of the Dis- 
trict of Columbia, in the 1953 fiscal year re- 
port, stated that there were 5,743 cases of il- 
legal absence due to truancy or parental in- 
difference. One hundred fifty-five of these 
cases were referred to the Juvenile Court.® 
The report does not “pin-point” the preva- 
lence as to geographic areas. While all truants 
are not delinquent, truancy is a manifestation 
of predelinquent behavior. These, then, are 
some of the aspects of the problem in the Dis- 
trict of Columbia. 


Medical and Health Aspects 


Medical and health aspects of this epidemic 
are interwoven with socioeconomic factors. 
During the twentieth century the growth of 
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industry and bureaucracy, by pulling parents 
away from homes to work in factories and of- 
fices, has diminished opportunities for chil- 
dren to work under adult supervision. The 
gradual disappearance of individually owned 
and operated shops and stores, mechanization 
of farms, and the adoption of labor-saving de- 
vices for the homes have been steadily de- 
stroying useful roles for children in the na- 
tional economic and family life. There has 
been no simultaneous absorption of older chil- 
dren into general employment. This is pre- 
vented in part by child-labor laws and by the 
fact that there is not sufficient peace-time em- 
ployment for both children and adults. 


One result of the destruction of useful roles 
for children is to further separate them from 
adult life into an increasingly dependent and 
distinct class. Parallel with this development 
has been an unprecedented emphasis during 
the twentieth century on the importance of 
economic productiveness as a measure of indi- 
vidual worth and as the basis of self-esteem. 
With economic success widely accepted as the 
decisive measure of achievement, a sense of 
failure and futility appears in the mental life 
of people who see no possibility of reaching 
financial goals necessary to guarantee them 
this idealized status in society. 


Resentments appear against the social order, 
institutions, and individuals who are seen as 
blocking the path to economic success. Some 
parents see children as primary obstacles to 
success, and thus the children come in for 
their share of the resentments. Cultural pres- 
sures on parents to restrain resentments 
against their children cause their feelings to 
be expressed increasingly in unconscious ways. 
Although these factors are difficult to identify 
and although parents reassure their children 
that they are wanted, children still keenly feel 
when they are not. 


Children, unable to contribute in socially 
significant ways to family life, aware of the 
concern they cause parents and the obstacles 
they present to family economic success, be- 
come increasingly dissatisfied with them- 
selves. Since this is an age of unparalleled 
violence, children as well as adults tend to use 
violence as a method of solving their prob- 
lems. They tend to strike out diffusely in all 
directions: against parents who resent them; 
against schools which are trying to assume 
some responsibility for controlling behavior, 
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without really reaching needs of children for 
self-esteem; and against the police and ju- 
venile courts which appear to coerce children 
and their parents. 

They take for their models of maturity the 
adults of the TV world, movie screens, comic 
books and of their own family, each of whom 
in his own way is reflecting the prevailing, 
widely accepted values in society. These val- 
ues, such as rapid financial success, dangerous 
and exciting adventures, and whirlwind love 
conquests, are potentially disruptive to per- 
sonalities and to society as a whole. 

They provide some illusory diversion from 
the pains of ego-deprivation when depicted on 
the TV or in the movies. However, when 
youths with inexperienced judgments attempt 
to translate such fantasies into reality, they 
are made to feel the full brunt of a disap- 
proving society. Society approves of hair- 
raising escapades in fantasy, not in real life. 

These are some of the factors which contrib- 
ute to the epidemic of juvenile delinquency, 
toward which we can help parents and chil- 
dren alike to develop more wholesome atti- 
tudes. 

We must also give serious consideration to 
another group of psychologic causes which 
Mr. Bertram Beck, Director of the Special Ju- 
venile Delinquency Project under the Depart- 
ment of Health, Education, and Welfare, has 
presented. He revealed a correlation between 
war and the evidence of delinquency. He 
said, “The graph of delinquency shows an 
undesirable correlation between war or threat 
of war and the incidence of delinquency.”* 

The atomic blasts, aggression overseas, the 
threat of war, the draft, the facility of mobil- 
ity and other factors have tended to accen- 
tuate our national problem No. 1. With the 
development of the atom and hydrogen bombs 
we have become the first generation in his- 
tory which, we can realistically say, is living 
under the threat of total annihilation. This 
threat is reflected in the anxieties and uncer- 
tainties of parents who in turn impart them 
to their children. 


We fairly recently passed through a global 
war with its devastation and destruction of 
life and property; then through the Korean 
and Indo-Chinese conflicts; through the over- 
all cold war which has been in effect prac- 
tically since the end of World War II; and we 
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are living under the threat of another major 
conflict. War expressed through annihilation 
is the ultimate of aggression. Our economy 
and social life are geared to war and threat of 
war. 

These events leave their marks upon our 
children. Therefore in this period of uncer- 
tainty and aggression it is exceedingly difficult 
to influence our junior citizens to exert con- 
trol over their aggressive behavior. 

The draft, involving the possibility of ac- 
tual participation in war, makes it even more 
difficult for our boys and girls to plan con- 
structive, productive lives. This is reflected in 
their “don’t care” attitude and accentuates 
their feelings of hostility toward society. For 
the boys particularly underlying the draft and 
military service is the fear of death. 

Moreover, our current, apparently prosper- 
ous, economic condition has led to consider- 
able moving around, moving around for jun- 
ior citizens in new communities and new peo- 
ple. It would be better for their happiness 
to be rooted in a community where they know 
people who know them, which would contrib- 
ute to their feeling of security. 

The draft and mobility, both of which con- 
tribute so much to the feeling of insecurity, 
have encouraged adolescents to explore ex- 
periences formerly limited mainly to older 
people. Since they are not psychologically 
nor physically equipped for them, when they 
do experience them, they become more un- 
happy and irresponsible. 

Another inescapable, overall factor, is a de- 
sire to have as much money or as many nice 
things as the folks next door. In quest of 
these, parents and children alike are apt to 
overlook the basic purposes of the home. 
Home is a place where children should have 
affection, loving care and guidance, and where 
parents in turn should feel responsibility for 
being needed and wanted within the frame- 
work of the family unit. 

The history of mankind is replete with wars 
and rumors of wars, and throughout the cen- 
turies man has adapted himself to them. It 
would appear there is very little that we can 
do to change this situation. However, since 
from all appearances war and the threat of 
war will hang over us for many years to come, 
we must use our influence to help both adults 
and young people to adapt better to these con- 
ditions. 
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We also must use our influence to help both 
parents and children develop a more whole- 
some attitude toward one another and toward 
the society in which we all live. 

Psychologically, it can be stated that juve- 
nile delinquency arises on the basis of emo- 
tional maladjustment of a specific character. 
Emotional immaturity is the factor which all 
cases of maladjustment have in common, and 
emotional insecurity is the common result of 
the immaturity mentioned. Specifically, ju- 
venile delinquency, rather than other forms of 
maladjustment, is likely to result whenever 
the emotional insecurity is the result of paren- 
tal rejection or neglect. 


It has long been recognized that parental 
love is just as essential for the emotional de- 
velopment of the child as vitamins are for his 
physical growth and well-being. This does 
not imply, however, that parental rejection or 
neglect is to be found in every case of juve- 
nile delinquency. These psychologic factors 
have a definite relationship to the physical 
and environmental aspects of this epidemic. 
Records of the D. C. Department of Public 
Health reveal the direct relationship of the 
psychologic aspect to the physical and environ- 
mental aspects of the problem. 


Physical Aspects 


A National Health Survey made in 19368 
showed that people in substandard areas have 
higher rates for gastrointestinal infections, 
acute communicable diseases, tuberculosis, 
home accidents, and more absenteeism from 
work due to illness. 

A study in Cincinnati® showed higher death 
rates, three times the rate from tuberculosis, 
2.5 times the rate from pneumonia, two times 
the rate from accidents, and two times the 
rate from infant deaths for people living in 
substandard housing areas. 

Our experience with health problems in the 
District of Columbia has been similar to that 
of other cities. We have found a direct rela- 
tionship between health and welfare condi- 
tions and juvenile delinquency. Those areas 
in the District of Columbia having a high 
number of deaths, a high number of adults 
receiving public assistance, and the most sub- 
standard housing conditions coincide with 
areas having a high rate of juvenile delin- 
quency. They reveal the close relationship 
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of health, welfare and environmental aspects 
of the problem to juvenile delinquency. 


Our Bureau of Maternal and Child Health 
deals with illegitimate pregnancies, another 
aspect of juvenile delinquency. Though the 
number of illegitimate pregnancies for the 
population as a whole has increased with the 
increase in population, the rate has remained 
unchanged in the decade 1940 to 1950, 
averaging more than 2 per cent for whites and 
approximately 25 per cent for non-whites.1° 


Only fragmentary data are available for il- 
legitimacy in teen agers. During a ten-month 
period in 1951 among girls under 17 years of 
age, there were 102 illegitimate pregnancies. 
Of this group of 102 girls, 80 came from 
broken homes. Twenty-four of the 102 fami- 
lies were “active” with social agencies, and 
half of this group of 24 were receiving public 
assistance.!!_ A statistical study of live births 
during the last six months of 1952 revealed 
that the lower the income group, the greater 
the incidence of illegitimacy.!* 

Though these and other studies implicate 
socioeconomic factors in the occurrence of 
juvenile delinquency, it is through their im- 
pact on the personality development of the 
growing child that these conditions ultimately 
contribute to the incidence of such delin- 
quency. The immediate cause of such de- 
linquency is the child’s failure to achieve ego 
identity which results in a sense of diffusion. 

A special study on this subject specifically 
states: 

“Youth after youth, bewildered by some as- 
sumed role, a role forced on him by the inex- 
orable standardization of American adoles- 
cence, runs away in one form or another, leav- 
ing schools and jobs, staying out all night, or 
withdrawing into bizarre and _ inaccessible 
moods. ... Many a youth finding that the au- 
thorities expect him to be ‘a bum’ or ‘a queer’ 
or ‘off the beam’ perversely obliges society by 
becoming just that.”!% This situation reveals 
adolescent failure to achieve satisfactory per- 
sonality integration. Failure at this stage 


leaves a deeper imprint on the child’s per- 
sonality. 

In the fiscal year 1953, there were 16,710 
cases of venereal disease reported to the D. C. 
Department of Public Health.1* Sixteen per 
cent of the venereal diseases reported occurred 
in the age group 14 to 19 years. The propor- 
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tion of juveniles to adults who have con- 
tracted these diseases has not appreciably 
changed during the past five years. 

The two closely related spheres, venereal 
* disease and illegitimacy, are a fairly sensitive 
barometer for measuring failures in family 
living. By the time the juvenile reaches the 
attention of the physician for diagnosis and 
treatment of a venereal disease, the past his- 
tory usually indicates that the period of sex- 
ual exposure has dated back several months 
and in some instances for several years prior 
to acquiring the infection. The underlying 
causes of his or her behavior often date back 
many years. They are rooted in his family, 
community and social life. 


Environmental Aspects 


Although we know that juvenile delin- 
quency occurs throughout the general popu- 
lation, it is significantly more prevalent, in 
the lower socioeconomic group. This segment 
of the population, living in an environment 
of substandard dwellings, overcrowded sur- 
roundings, and lacking adequate sanitary fa- 
cilities, has much higher rates for physical and 
mental illness, including emotional disorders, 
illegitimacy and juvenile delinquency, than 
other segments of the population. These facts 
have been established by numerous studies 
and surveys throughout the nation. 

Public health authorities have learned that 
environmental factors are vitally important in 
the prevention of disease and promotion of 
health. Dr. Leonard A. Scheele, Surgeon 
General of the United States Public Health 
Service, has stated that “Juvenile delinquency 

. . is known to occur more frequently in the 
slums. Studies by a number of social scien- 
tists show that the proportion of children . . . 
who are apprehended as delinquents in slum 
or blighted areas, ranges from 10 to 20 times 
higher than in the better residential areas of 
the city.” 

It is believed that any improvement in the 
environment to control the basic factors of 
juvenile delinquency will, at the same time, 
be a significant help in decreasing the preva- 
lence of disease, illness, and death from such 
causes as tuberculosis, venereal disease, ir- 
fluenza, pneumonia, gastroenteritis, acute 
communicable diseases, accidents, and infant 
deaths. 
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The slum environment accounts for the ma- 
jority of cases of juvenile delinquency, in- 
fluencing and increasing the child’s emotional 
insecurity due to frustration of his basic needs 
because of the following: (a) Inadequate 
housing which does not supply the child with 
space to play and forces him to share over- 
crowded rooms with frequently undesirable 
adults; (b) inadequate nourishment which 
does not enable the child to compete on favor- 
able terms in games and sports and also im- 
pairs his progress in school; (c) parental re- 
jection due to the financial load which an ad- 
ditional child represents; and (d) general 
frustration due to lack of toys, attractive food, 
and other luxuries which more fortunate chil- 
dren can afford. 

In cases of broken homes, there are fre- 
quently histories of delinquent children, alco- 
holism, drug addiction, criminality or pa- 
rental promiscuity. All these factors tend to 
impair the child’s emotional security. Also, 
from the child’s viewpoint, it is a common ex- 
perience that the same factors often account 
for resentment and hostility which find their 
outlets in vandalism, arson or violence; the 
feeling that “nobody cares,” which often leads 
to truancy from school, search for compensa- 
tory fun and pleasure by way of shoplifting, 
petty thievery, or sex delinquency. 


Prevention and Treatment 


I agree with other public health authorities 
that the epidemic of juvenile delinquency 
should be attacked in three ways: first, by 
preventive measures focusing attention on 
the manifestation of predelinquent behavior; 
second, by the control of the predisposing en- 
vironmental factors; and third, by proper 
treatment, supervision and rehabilitation of 
the juvenile delinquent. 

Although juvenile delinquency is more prev- 
alent among the low-income group, it is not 
confined to that group. Many of the factors 
mentioned previously which account for emo- 
tional insecurity, such as broken homes, are 
found also in the middle-class and other more 
comfortably situated families. 

Having probed the basic and underlying 
causes of many cases of juvenile delinquency 
steps should be taken to alleviate or prevent 
them. The solution of the delinquency prob- 
lem is to eliminate the factors causing it. 
Work must be begun in the home with the 
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individual, then proceed to the neighborhood 
in which the individual lives. 


Mr. Ben Solomon, Editor of Youth Leader 
Digest of New York, has made some excellent 
recommendations for solution of this phase of 
the problem. Mr. Solomon is to the point 
when he says: “The way to reduce delin- 
quency is to find the highly vulnerable child, 
as young as possible, to examine and treat 
him for whatever ails him, whether it is in- 
side him, or in his environment.” 


When we think of a home, we think of the 
parents in it, and the kind of parents they 
are. If we could get into a home, where con- 
ditions are conducive to delinquency, before 
a complaint is filed or an actual case develops, 
we could take a major step toward eliminat- 
ing the causes. 


Frequently such homes have large families. 
The children, particularly the very young, are 
in serious danger of developing delinquent 
patterns. But at the same time these homes 
of potential delinquents are rather easy to 
find. School officials, physicians, nurses, pub- 
lic welfare investigators, police, neighbors and 
family casework agencies usually know them. 
Unfortunately though, we usually do not do 
much about them until one of its members 
becomes a court case. 


The basic point of prevention is the inner 
strength or weakness of the individual boy 
and girl. If the child is weak, physically, 
mentally, emotionally, or socially, he will find 
it difficult to resist many of the temptations 
he encounters, to fight the pressures of his 
ugly environment, and to grow up decently 
in spite of the odds against him. 


The starting point for all preventive work is 
to discover the weakness of the individual 
child and to do the best to strengthen him 
before he gets into trouble with the law. Ev- 
ery highly vulnerable child should be thor- 
oughly examined for whatever ails him, 
whether it is inside him or outside in his en- 
vironment. Then treatment should consider 
both the child and his environment, and be 
continued until the person is 15 or 16 years 
old. By that time he should be able to stand 
on his own feet and make better choices. 


Then it is important to do something about 
the neighborhood in which he lives. Here 
we must consider the kind of recreational fa- 
cilities the child has. Good schools, recreation 
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facilities and youth services, along with the 
churches in the neighborhood, can help the 
potential delinquent. 


In the District of Columbia a major slum 
clearance project is under way. Promulgation 
of a comprehensive housing code, to provide 
adequate housing with sanitary facilities and 
prevent overcrowding, should enable the oc- 
cupants thereof to maintain a decent standard 
of personal hygiene and a state of social and 
emotional well being. This should give many 
people living in slum areas a more healthful 
environment in which to live. However, it is 
also necessary to have qualified technical and 
consultant housing services to develop and 
coordinate enforcement of this code. 


Through child guidance clinics, under the 
Department of Public Health and others, and 
with the cooperation of the schools, we should 
be able to prevent many children from stray- 
ing. These clinics also would provide facili- 
ties for training psychiatric nursing and psy- 
chological staff members. 

In addition, similar services in industrial 
homes, national training schools, and other 
institutions could meet the emotional needs 
and offer friendly, constructive guidance 
which delinquents in these institutions lacked 
in their home and family life. 


Summary 


Now to summarize briefly: The problem of 
juvenile delinquency is a national problem. 
Therefore we must attack it on a national 
basis as well as a local basis. It has reached 
an epidemic stage, and consequently we doc- 
tors should use the medical and health knowl- 
edge we have accumulated, and the technics 
of control which have been developed, in con- 
trolling juvenile delinquency in the same way 
we have brought typhoid fever under control. 


I have mentioned some of the preventive 
steps which individuals and agencies can take 
to eliminate the causes of juvenile delin- 
quency. In addition to these, doctors should 
take an active interest in the following meas- 
ures: 


A school program designed to meet the 
needs of the individual, the total child, and 
the community. 


Comprehensive recreational programs, with 
adequate facilities and personnel for all our 
children. 
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Job opportunities for teen agers so that 
they may utilize their leisure time construc- 
tively. 

Parent education to enable parents to un- 
derstand their own motivations and values, 
and to formulate flexible goals for their chil- 
dren and themselves, so that both may enjoy 
life more fully. 

We should also take an active interest in 
seeing that television, radio, and the press de- 
vote more of their time and space to programs 
which tend to develop a more wholesome at- 
titude toward our society. 


We should discourage the use of punitive 
measures which have proved futile. Instead 
we should support plans for treatment and re- 
habilitation of those who already have be. 
come delinquent. 

In this endeavor we must line up the sup- 
port and cooperation of the numerous organi- 
zations in our society. These should include 
business, labor, professional, school and _ re- 
ligious groups, youth organizations, social 
agencies and other community organizations. 

Family life is the backbone of our nation, 
the backbone of any civilization. When fam- 
ily life disintegrates, the backbone collapses, 
the nation is weakened, and the culture or 
civilization sinks. Civilizations of the past 
have risen and have fallen as family life has 
been strong or weak. 


Much of our epidemic has been occasioned 
by the disintegration of family life. In order 
to prevent the further disintegration of fam 
ily life in the United States and to prevent 
the further weakening of our nation and 
civilization, we must strengthen our family 
life. We physicians work every day with fam- 
ily problems. We are recognized as towers 
of strength for good. Therefore, let us use 
our power for good to put into effect the 
preventive program I have recommended. 
Let us use our power and influence to 
strengthen the family and our way of life. 
In so doing we shall be contributing not only 
toward making America strong, but in keep- 
ing America strong. 
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Discussion (Abstract) 


Dr. Bernard Alan Cruvant, St. Louis, Mo. As a psy- 
chiatrist and psychoanalyst, it is very gratifying to me 
and, I must confess, a little startling to have the topic 
of juvenile delinquency discussed in any public health 
symposium. I had, in fact, some initial difficulty in 
finding the listing of the paper because I expected it 
would be listed in one of the meetings devoted to 
neurology and psychiatry. 

I want to be brief, but at the same time to point 
out that this is a topic which is rather ancient. There 
is no question that there has been an increase in the 
rate of juvenile delinquency in recent years. Almost 
four hundred years ago, Shakespeare, in “Winter's 
Tale,” had the old shepherd say something to this 
effect, as I recall it: “I would that there were no age 
between ten and three-and-twenty, or that youth 
would sleep out the rest; for there is nothing in the 
between but getting wenches with child, wronging your 
ancientry, stealing and fighting.” 

In essence, those are the three major challenges in 
adolescence —the tremendous sex urge, rebellion against 
domination by parents, and the aggressiveness directed, 
more often toward members of his own group, and not 
infrequently toward members of other groups. It is 
during this period of adolescence that the cross-over 
between what is delinquent behavior and simply mal- 
adapted behavior is much easier to make and the lines 
are much less sharply drawn. 

Also, I think it important to caution, and particu- 
larly in this approach of viewing it as a public health 
problem, that juvenile delinquency is an artificial con- 
cept, a semantic category legal, and social, and art, 
and there is no homogeneous group of juvenile delin- 
quents whom we can approach as we might one of the 
infectious diseases. The very act of dealing with the 
juvenile delinquent after he has come to court may 
make him more a homogeneous group as a result of 
what has happened in the legal proceedings. Basically, 
a vast variety of conditions are included in this phase 
of the juvenile development. 


Many of these delinquents are, of course, accidental 
or not too abnormal as individuals. In many juris- 


dictions what constitutes a delinquent is a matter of 
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legal definition rather than actual psychologic mal- 
adaptation. It is even conceivable that it may fre- 
quently happen that the child may adjust to the pat- 
tern of behavior within his social grouping. The de- 
linquent within the larger grouping, such as occur- 
red during prohibition when a great many people 
were delinquent according to the law, but were not 
necessarily delinquent within their own social group- 
ing. 

Just to comment a bit more about this approach, the 
importance, I think, for this group here today is the 
recognition that for a considerable period of time, 
physicians and psychiatrists have, as Dr. Seckinger has 
so ably pointed out, been somewhat remiss in partici- 
pating more actively in an attempt to help the com- 
munity understand, and to deal with the problem of 
the delinquent members of the community. 
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There is no question, of course, that sociologic and 
other factors, economic and otherwise, play an im- 
portant role in the development of juvenile delin- 
quency. But there can be no psychological perform- 
ance, no act, no human behavior, without a psyche. 
These social factors may be of importance in the de- 
velopment of delinquent behavior. However, the ease 
with which an individual may, let us say, be pushed 
into some type of maladapted behavior of a delin- 
quent nature, depends in large measure upon his own 
personality development, upon his resistance, upon his 
assets, upon his liabilities. 

I think it is there that we can, by working more 
closely with other community groups attempting to 
solve this problem, make a major contribution to 
what is, I think, as Dr. Seckinger has so well stated, 
becoming a problem of epidemic proportions. 


Hypothermia as an Adyunct to 
Surgery of the Brain 


J. P. MURPHY, M.D., S. N. ALBERT, M.D., G. M. SWAIN, M.D., and 
C. S$. COAKLEY, M.D.,* Washington, D. C. 


The authors report success in the use of hypothermia during operation and the 


avoidance of postoperative complications. 


THREE TECHNICAL PROBLEMS are paramount 
in operative neurosurgery: Prevention of sur- 
gical hemorrhage, control of increased intra- 
cranial pressure, and avoidance of serious 
postoperative neurologic deficits such as hemi- 
plegia or aphasia which are often the conse- 
quence of cerebral edema. The search for 
ways in which to overcome these ever present 
obstacles has been assisted largely by recent 
developments in anesthesiology. 

Induced arterial hypotension has proved to 
be of particular benefit to the neurological 
surgeon operating upon vascular or neoplastic 
lesions of the brain. Several methods of low- 
ering intracranial blood pressure have been 
introduced. The systemic injection of Arfonad, 
a sympathetic ganglion blocking agent and 
vasodilator of brief effect, seems to be prefer- 
able at present. However, deliberate hypo- 


*From the Departments of Neurological Surgery and Anes- 
thesiology, George Washington University School of Medicine, 
Washington, D. C. 


tension during surgery is not without risk. 
Although reduction of general arterial pres- 
sure facilitates control of hemorrhage, lowers 
intracranial tension, and prevents swelling of 
the brain, untoward thrombotic and ischemic 
complications may occur in the brain and 
other viscera as a result of the hypotensive 
technic. 

Experiences gained from cardiac surgery 
indicate that reduction of body temperature 
may lower the metabolic needs of the whole 
organism to a point of tolerance of relative 
or temporary total ischemia.t 


In an effort to obtain the same beneficial 
state of artificial hibernation while arterial 
hypotension is induced during surgery of the 
brain, refrigeration of the neurosurgical pa- 
tient has been introduced into the George 
Washington University anesthesiologic pro- 
gram. 


This report concerns four examples of 
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major intracranial surgery conducted during 
simultaneously controlled reduction of body 
temperature and of arterial blood pressure. 


Materials and Methods 


The three adult patients in this series were 
operated upon at the George Washington 
University Hospital. The fourth, an infant, 
was treated at the Alexandria Hospital, Alex- 
andria, Virginia. The adults were chilled on 
an ice water mattress; rectal temperatures 
during operation averaged at 33° C. (91.4° F.). 
The two and a half month old infant was 
cooled by the application of ice bags; the in- 
ternal temperature of this child fell to 19° C. 
(66.2° F.) at one time and remained below 
25° C. (77° F.) while the operation was in 
progress. 

Arfonad, 1 mg. per cc. of intravenous fluid 
drip was administered to the adults. The in- 
fant received 3.5 mg. of chlorpromazine 
throughout the course of anesthesia. The 
blood pressure averaged 80 mm. Hg. systolic 
and 50 mm. Hg. diastolic during the opera- 
tions on the adult patients. The blood pres- 
sure of the infant was not determined but 
the child’s pulse slowed from 150 to 70 
beats per minute while the body was being 
frozen. Constant electrocardiographic tracings 
were made throughout the operative proce- 
dure. 


Intravenous Pentothal induced anesthesia 
in the adults; all patients were anesthetized 
with nitrous oxide-oxygen. At the conclusion 
of the operation external heat was applied 
to speed rewarming. 


Report of Cases 


Case 1. J. H., a 50 year old white male. An enor- 
mous meningioma arising from the wall of the left 
cavernous sinus compressed and destroyed the medial 
surface of the temporal lobe, extended above the 
sphenoid wing into the frontal fossa and continued 
posteriorly beneath the occipital lobe. As far as could 
be determined the lesion was excised completely. In- 
stead of the anticipated postoperative aggravation of 
the preoperative right hemiplegia and aphasia, neuro- 
logic improvement began immediately after surgery. 
There were no evidences of ensuing cerebral edema 
and hyperthermia did not develop. The patient was 
discharged three weeks after operation able to care 
for himself. 


Case 2. M. B., a 44 year old white female. A large 
glioblastoma of the left frontal lobe which had dis- 
placed the anterior cerebral artery to the right of 
the midline (arteriogram) was removed subtotally. 
The patient was allowed out of bed on the day after 
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operation, had a perfectly uneventful postoperative 
course and was discharged 12 days later to continue 
x-ray therapy as an out-patient. 


Case 3. V. J., a 33 year old colored female. A 
meningioma which filled the left frontal fossa and 
which originated from the falx cerebri was removed 
practically entirely. The patient did so well that she 
was ambulatory on the fourth postoperative day. At 
the time of discharge, 16 days after operation, she 
was free of neurologic symptoms and signs and ap- 
peared to be perfectly well. 

Case 4. G. C., a two and a half month old white 
male infant. Through an enlarged burr hole a vascular 
anomaly of the left cerebral hemisphere, which had 
ruptured and caused a subdural hematoma, was iden- 
tified and controlled partially. During a second-stage 
craniotomy the superficial arteriovenous malformation 
was further clipped intracranially and residual clot 
was removed. The surgical procedure was remarkably 
easy, the child was taking oral feedings within 24 
hours and the postoperative course was without com- 
plication. 


Discussion 


While the operation was in progress in 
these four cases bleeding was minimal, intra- 
cranial pressure was much reduced and the 
appearance of the cerebral tissues was nor- 
mal. There were no subsequent cerebral or 
other visceral complications and nursing care 
was simple. Laboratory and clinical studies 
reported previously have demonstrated that 
the central nervous system tolerates tempo- 
rary or prolonged chilling surprisingly well. 
Callaghan and associates* found that reduc- 
tion of the body temperature of monkeys to 
20° C. had no permanent effect upon the 
electroencephalogram or other cerebral func- 
tions. Reflex and other neurologic responses 
have been observed to be physiologic in 
humans subjected to lengthy refrigeration.* 

The most important advantage of body- 
chilling as a supplement to or substitute for 
artificial hypotension in neurosurgery would 
seem to be the suppression of postoperative 
cerebral edema. Since swelling of the brain 
is the result of damage to small intrinsic blood 
vessels which leak fluid into surrounding tis- 
sues, it is probable that hypothermia tends 
to prevent edema of the brain as vascular 
membranes are preserved during freezing. 
Fragile ganglion cells should be protected 
by reduction of cerebral metabolism in the 
hypothermic state. Visceral damage elsewhere 
in the body (heart, kidney, spinal cord) may 
also be avoided by suspension of activity of 
intracellular enzyme systems during hiberna- 
tion. Less anesthetic agent is necessary when 
the body temperature is lowered. 
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External cooling of the surgical patient is 
advised by Clark, Orkin and Rovenstine® to 
compensate for predictable spontaneous hy- 
perthermia when the operating room is too 
warm. These investigators have shown that 
the internal temperature of the patient 
draped for surgery rises sharply due to heat 
retention, if the sweating apparatus fails and 
if the room temperature is above 85° F. A 
potentially dangerous situation is then likely 
to arise, particularly in children, especially 
if operative sessions are prolonged. Stein- 
bereithner? recommends artificial hibernation 
during neurosurgical procedures in the dien- 
cephalon, posterior cranial fossa and upper 
cervical spinal cord. 


Summary 


This report concerns four patients with 
major neurosurgical brain disease who were 
operated upon successfully while their body 
temperatures were reduced by systemic chill- 
ing. In three adults the blood pressure was 
lowered further by the injection of Arfonad. 
While craniotomy was performed upon a two 
and a half month old infant, hypothermia 
was employed after preliminary injection of 
chlorpromazine. The body temperature of the 
adults was decreased to 33° C. (91.4° F.). The 
infant was cooled or frozen to 19° C. (66.2° F.) 
without deleterious effect; surgery was fol- 
lowed by a remarkably smooth postoperative 
convalescence. This last record includes what 
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is believed to be the lowest induced level of 
human body temperature yet reported with 
recovery thereafter. 


Intracranial procedures in all patients were 
facilitated by hypothermia and complications 
due to surgical intervention, hypotension or 
freezing were notably absent. It is suggested 
that the combination of artificial hypothermia 
and artificial hypotension may prove to be 
an ideal preparation for potentially difficult 
and bloody operations upon the brain. 


Addendum 


Since this paper was completed in September, 1954, 
16 additional patients have undergone neurosurgical 
procedures during hypotension—hypothermia and are 
to be the subject of a forthcoming publication in 
Analysis and Anesthesia, “A Preliminary Report on the 
Combination of the Hypothermic and Hypotension 
Technics.” 
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Postoperative Pseudomembranous 
Enterocolitis Due to Staphylococcus 


GEORGE B. SANDERS, M.D., and DAVID W. KINNAIRD, M.D.,* 


Louisville, Ky. 


Though this condition was recognized as an entity before the antibiotic era, it is a serious 
complication being met with increasing frequency. The ill-advised 
use of antibiotics may set the stage for its development. 


FOR THE PAST DECADE, physicians have viewed 
with alarm the profound changes in the char- 
acter of the bacterial population brought 
about by antibiotics. These changes have al- 
most invariably increased the difficulty with 
which specific diseases due to bacterial infec- 
tion can be suppressed, and have stimulated 
a never ending search for new compounds 
with which to confound the development of 
bacterial resistance to older antibiotic prod- 
ucts. 


That the surgeon has been more aloof from 
this contest than the internist, lies in the fact 
that he is traditionally reluctant to depend 
heavily or primarily on drugs for therapeutic 
effect. Recently, however, due to the wide- 
spread adoption of preoperative intestinal 
antisepsis with antibiotics for operations on 
the gastrointestinal tract, and due also to 
the faddish practice of employing antibiotics 
prophylactically in the postoperative routine 
care of a great many “clean” and trivial op- 
erations, a postoperative enteric syndrome has 
been created of such unique interest and im- 
portance that the surgeon has been brought 
into the middle of the arena. The term 
“choleriformic syndrome” has been coined by 
Poth! because of the resemblance of certain 
manifestations of this disease to Asiatic 
cholera. Since the syndrome has been en- 
countered both with and without the over- 
growth of staphylococci in the stool, and since 
overgrowth by Monilia or Proteus has accom- 
panied other cases of this syndrome, Poth’s 
descriptive, but not restrictive terminology 
is most apt. Apparently, defloration of the 
intestinal tract of its usual inhabitants is 
a sine qua non for the production of the 
syndrome. It is not certain whether this alone 


*From the Department of Surgery, University of Louisville 
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is sufficient to cause trouble, or whether 
secondary overgrowth of the vacated bowel 
by staphylococci, Monilia or Proteus organ- 
isms is necessary to cause the full-blown and 
dangerous enterocolitis. 

The development of resistance by Micro- 
coccus pyogenes var. (Staphylococcus aureus) 
to four commonly used antibiotics over a 
period of only five years is shown in table 1. 
It is felt by some that cross resistance to 
other antibiotics may be developed at the 
same time that resistance is being developed 
toward a single antibiotic. Ordinarily, these 
staphylococci are of surgical importance only 
as the causative agents of superficial infec- 
tions, postoperative wound infections, ab- 
scesses and osteomyelitis. Until recently, the 
presence of staphylococci in the gastrointesti- 
nal tract, especially as the causative agent of 
gastrointestinal disease, was limited to such 
nonsurgical entities as acute food poisoning. 
Recently, increasingly frequent reports*-!* are 
accumulating of a severe and at times fatal 
enterocolitis which follows antibiotic therapy 


TABLE 1 


DEVELOPMENT OF RESISTANCE OF M. PYOGENES IN 
ROCHESTER (MINN.) HOSPITALS 


Year Percentage of Resistant Strains 


1948 60° penicillin resistant 
19148 11° streptomycin resistant 
1948 0°- Aureomycin and Terramycin resistant 


1951 (early) 9% Aureomycin and Terramycin resistant 

1951 (late) 56° Aureomycin and Terramycin resistant 

1953 (early) 45° Aureomycin and Terramycin resistant 

1953 (late) 92% (41 cases) Aureomycin and Terramycin re- 

sistant 
Modified from: 

Martin, W. J., Nichols, D. R., and Geraci, J. E.: The Present 
Status of Erythromycin, Proc. Staff Meet., Mayo Clin. 
28:609, 1953.% 

Dearing, W. H., and Heilman, F. R.: Micrococci (Staphylo- 
coccic) Enteritis as a Complication of Antibiotic Therapy: 
Its Response to Erythromycin, Proc. Staff Meet., Mayo 
Clin. 28:121, 1953.2 
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with oxytetracycline (Terramycin) and chlor- 
tetracycline (Aureomycin), combinations of 
penicillin and streptomycin, oral  strepto- 
mycin alone, and even after sulfaguanidine. 
The condition known as pseudomembranous 
enterocolitis, or staphylococcic enteritis, re- 
sembles somewhat an acute food poisoning 
due to the staphylococcus. 


Kramer,® in 1948, reported a fatal case of 
enterocolitis occurring postoperatively follow- 
ing the oral use of streptomycin is a preopera- 
tive intestinal antiseptic. Jackson,® in 1951, 
reported seven fatalities in a series of 91 cases 
of pneumococcus pneumonia treated with 
Terramycin. Three of these cases had severe 
diarrhea and cultures of sputum and stools 
showed Micrococcus pyogenes in each case. 
Janbon, et al,!* in 1951, reported severe diar- 
rhea in nine of 200 patients with various 
nonsurgical diseases treated with Terramycin 
and assumed staphylococci to be the cause. 
Reiner and Schlesinger,® in 1952, reported 
five fatal cases of pseudomembranous entero- 
colitis after Aureomycin or Chloromycetin 
therapy. Since stool cultures showed no en- 
teric pathogens, they attributed the syndrome 
directly to a toxic effect of the antibiotics. 
Meier,’* in 1952, reported three fatal cases 
of postoperative circulatory collapse from 
staphylococcus enteritis after the use of Ter- 
ramycin. Also, in 1952, Haight and Finland® 
reported one case of pseudomembranous en- 
terocolitis developing in a case of pneumo- 
coccal pneumonia treated with Terramycin. 
Stool cultures showed Micrococcus pyogenes. 
Recovery followed the administration of Ery- 
thromycin. Dearing,? in 1953, reported a 
series of 40 patients at the Mayo Clinic who 
developed staphylococcus enterocolitis follow- 
ing treatment with Terramycin or Aureomy- 
cin. Seven of these patients died. Eight of 
the total group had not been operated upon, 
but of these, four had had abdominal or 
enteric disease with infection. Of the seven 
fatal cases, only one had not been operated 
upon and did not have abdominal disease. 
This patient died of enterocolitis following 
Terramycin therapy for oral and pharyngeal 
herpes. Only one of the fatal cases had received 
Erythromycin treatment. This patient died 
with evidence of recent peritonitis three weeks 
after operation. None of the other patients 
receiving Erythromycin as treatment for their 
staphylococcus enteritis died. Many of the 
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patients in this series harbored resistant micro- 
cocci in their throats, and it was considered 
that the portal of entry was the gastrointes- 
tinal tract, probably by self-infection from foci 
in the oropharynx. 


Clinical Features 


The syndrome of pseudomembranous en- 
terocolitis resembles somewhat the familiar 
acute enteritis caused by the ingestion of food 
contaminated by staphylococci. Diarrhea is 
the most prominent manifestation and is the 
result of a copious effluent poured into the 
involved gastrointestinal tract resulting us- 
ually in enormous watery stools, sometimes 
measuring a liter or more each, and fully 
capable of creating a tremendous fluid loss 
in 24 hours.!: ? Nausea and vomiting are com- 
mon and drainage from gastrointestinal suc- 
tion apparatus or from ileostomy or colostomy 
stomas may be very great and add to the 
overwhelming fluid and electrolyte loss. Thirst 
is prominent and severe. Abdominal disten- 
tion is frequent and fever may range from 
100° to 106° C. and higher. Restlessness and 
confusion are common, and varying grades 
of fatigue, exhaustion and shock make their 
appearance, at times with astounding rapidity. 
Shock itself may be profound and well nigh 
irreversible, and it is interesting to realize 
that the earliest reported fatal cases of this 
condition were described as cases of postoper- 
ative shock-like states.14 Laboratory studies 
may show significant azotemia, which is, of 
course, usually of the prerenal variety. 


Postmortem Findings 


‘The autopsy findings are remarkably uni- 
form. The bowel is described as collapsed 
and empty except for casts of mucous and 
gelatinous material. Occasionally patches of 
disseminated peritonitis are found, usually 
without evidence of overt perforation of the 
bowel. The entire small bowel from the liga- 
ment of Treitz to the ileocecal junction is 
most heavily involved, although patchy in- 
volvement of the stomach and duodenum is 
occasionally found. The right half of the 
colon to the hepatic flexure or to the mid- 
portion of the transverse colon is also involved 
but to a lesser degree. 


Microscopic findings of ulceration, focal 
infection and sloughing of the mucous and 
submucous coats, predominantly of the small 
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bowel, are seen. Abundant overgrowth of 
staphylococci is regularly found and large 
clusters of organisms are often seen micro- 
scopically in the bowel wall as well as on 
its intraluminal surfaces. 


Pathogenesis 


The syndrome has been variously attributed 
to a direct toxic effect of antibiotics,* to over- 
growth of the enteric tract with staphylococci, 
and to overgrowth by staphylococci with the 
production of a potent enterotoxin,? possibly 
aided or even stimulated by certain anti- 
biotics.!° 

It is known that it is possible to have the 
typical enterocolitis in the apparent absence 
of staphylococci in the stool. Conversely, one 
may occasionally have abundant staphylococci 
in the stools and no symptoms of enterocolitis 
whatsoever. One may also have enterocolitis, 
with positive staphylococcic stool cultures, 
with or without an enterotoxic reaction. The 
most severe form of the disease results when 
the latter is present along with the entero- 
colitis. 


While it must be admitted that the syn- 
drome can occur in the nonsurgical patient, 
it is at present most commonly seen in surgical 
patients, especially in those who have been 
operated upon abdominally, and most se- 
verely in those who have had preoperative 
preparation with orally administered intes- 
tinal antiseptics. It has been postulated that 
the stress of operation causing release of 
adrenocorticotropic-like substances in the im- 
mediate postoperative state’: 15 may favor the 
luxuriant overgrowth of staphylococci in an 
intestinal tract from which the normal flora 
have been removed by antibiotics. It is im- 
portant to realize that the staphylococci which 
invade and overgrow and which are thought 
to be the causative agents of the enterocolitis 
are strains of Micrococcus pyogenes var. 
(Staphylococcus aureus) which are resistant to 
Aureomycin, Terramycin, penicillin and strep- 
tomycin. The situation commonly held to 
be the approximate course of events is shown 
in the diagram taken from Poth’s recent ar- 
ticle (Fig. 

Recent information by Fairlie and Ken- 
dall’® that this syndrome can be produced 
by the parenteral administration of such re- 
motely intestinal-acting antibiotics as penicil- 
lin and streptomycin in combination has lent 
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support to the claim that the above theory 
is an over simplification of the problem and 
that a direct effect of the antibiotics, either 
on the intestine or on the staphylococci to 
stimulate their overgrowth, is necessary. Cer- 
tainly there is experimental and laboratory 
evidence to suggest that certain bacteria not 
only become resistant to certain antibiotics, 
but by continued mutation can actually be 
sustained and promoted in their overgrowth 
in cultures by the same antibiotic to which 
they have become resistant. 

It has already been alluded to that pa- 
tients who develop enterocolitis often harbor 
resistant micrococci in their throats. These 
resistant micrococcal strains are usually asso- 
ciated with infections that develop while pa- 
tients are hospitalized and can be recovered 
from wound infections, abscesses and the like, 
in which Staphylococcus aureus has long 
been recognized as the commonest wound 
pathogen. According to Howe!® there has been 
an extraordinary increase in the infestation 
of hospital patients and personnel with peni- 
cillin-resistant strains of Micrococcus pyogenes 
var. (Staphylococcus aureus) throughout the 
world since the introduction of penicillin in 
1941. The rate of nasal and skin carriers of 
this organism in hospital personnel is, at the 
present time, extremely high. It is felt that 
such carriers may serve as sources of infection 


FIG. 1 


POSSIBLE MECHANISM FOR 
DEVELOPMENT OF 
CHOLERIFORMIC SYNDROME 


Total Number of Bacteria per Gram of Feces 
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The diagram by Poth demonstrates the possible course of 
events in the choleriformic syndrome which may develop 
after antibiotic therapy. Proteus organisms grow out quite 
regularly on the third or fourth day when the intestinal 
flora are suppressed. If a resistant Micrococcus pyogenes 
grows which produces an enterotoxin, nausea, vomiting, 
bloody diarrhea, fever, collapse and death may occur. 
(Courtesy of Dr. Edgar J. Poth and the J.A.M.A.*) 
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of hospital food and other ingesta which may 
serve as vectors for the entry of resistant 
staphylococci into the gastrointestinal tracts 
of susceptible surgical patients.* 3 

At least some diminution or devitalization, 
if not obliteration, of the normal intestinal 
flora, which are the natural antagonists of 
these micrococci in the intestine, seems to be 
necessary to permit the luxuriant overgrowth 
of the staphylococci causing the enterocolitis. 
This effect is readily produced by Terramycin, 
Aureomycin, Neomycin, streptomycin, and 
less readily by Sulfasuxidine and sulfaguani- 
dine. Apparently, as pointed out by Fairlie 
and Kendall,'® penicillin and streptomycin in 
combination given parenterally are also 
capable in some way of producing this syn- 
drome. 

It has been claimed by Pettet, et al,* that 
pseudomembranous enterocolitis is no new 
disease, and that statistics from the Mayo 
Clinic for the past 24 years substantiate its 
presence as a serious medical and surgical 
complication long before the advent of anti- 
biotics and chemotherapeutic agents. Lest one 
should be tempted by this information to 
deprecate the seriousness of this potential 
menace, the recent data of Howe'® should 
again be considered. This investigator finds 
a statistically significant increase in postop- 
erative infections, of clean wounds likewise 
a traditional pre-antibiotic surgical complica- 
tion, over the past five years despite the 
prophylactic use of antibiotics. He suggests 
that this increase in postoperative sepsis is 
due to an abnormally high penicillin-resistant 
staphylococcus carrier rate in hospital patients 
and personnel as a result of the widespread 
use of penicillin. Howe thinks it unlikely 
that there has been a progressive increase in 
the number of exposures or breaks in technic 
over the same past five years. He suggests 
that there is a special virulence about a 
penicillinase-producing resistant Staphylococ- 
cus aureus that makes it a hardy wound patho- 
gen, with invasive, hemolytic and necrotizing 
properties, enabling it to colonize in tremen- 
dous numbers and to become ensconced in 
impenetrable foci surrounded by necrotic 
tissue. 

It is readily seen that a patient being pre- 
pared in a hospital for a major abdominal 
or gastrointestinal operation, receiving as part 
of his preparation antibiotics which tend to 
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sterilize the gastrointestinal tract of its usual 
inhabitants, becomes extremely vulnerable to 
the rich population of resistant staphylococci 
thriving in the hospital enrivonment. The 
patient himself may be an unwitting carrier 
of these organisms through previous expe- 
riences with antibiotics. If not, then those in 
closest attendance upon him, ward physicians, 
nurses, attendants, have been shown to be 
carriers to an extraordinary degree. At any 
rate, it is easy to see the facility with which 
these hardy and ubiquitous organisms may 
gain access to the upper digestive tract, either 
by invasion or ingestion, and then, shortly 
after stressful surgery, can sweep down into 
the vacant intestinal tract, overgrow with as- 
tounding rapidity, develop a potent entero- 
toxin, and create a severe, possibly fatal, 
enterocolitis. 


Treatment 


Prevention. Since it has been observed that 
the percentage of resistant strains to a specific 
antibiotic will drop considerably with the 
discontinuation of routine use of that par- 
ticular antibiotic, it is wise not to employ 
antibiotics indiscriminately against trivial dis- 
eases and infections, or prophylactically after 
clean surgical operations. The long estab- 
lished rules for the masking of personnel 
attending surgical patients should be more 
strictly followed. More strenuous efforts 
should be made to persuade ward personnel 
engaged in dressing dirty and infected wounds 
to wear sterile rubber gloves. The tradition 
of washing the hands with soap and running 
water before and after a bedside visit to any 
patient is in general an excellent practice 
for all surgeons, and should be more con- 
scientiously followed. 


If a patient develops diarrhea while under 
treatment with antibiotics the antibiotics 
should be stopped, and if the patient is 
severely ill or is to be operated upon, Erythro- 
mycin should be given, provided stool cul- 
tures are positive for Micrococcus pyogenes. 
If Aureomycin and Terramycin, or other an- 
tibiotics having an intestinal sphere of action 
are used preoperatively, the stool or bowel 
should be cultured at operation. If micro- 
cocci are found, preoperative antibiotics 


should be stopped and Erythromycin should 
be given as early as possible postoperatively. 


Therapy. Complete withdrawal of all an- 
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tibiotics should be done immediately as soon 
as the diagnosis of enterocolitis is made. Anti- 
diarrhea measures are usually futile, but care- 
ful measurements of all fluid lost from the 
gastrointestinal tract by vomiting, diarrhea 
and suction or tube drainage should be kept 
so that adequate fluid and electrolyte replace- 
ment can be carried out. Shock-like states 
should be corrected by all physiologic meas- 
ures available, including protein, fluid and 
electrolyte replacement, whole blood trans- 
fusions, pressor drugs, and perhaps cautiously, 
cortisone in some situations,’® even though 
some investigators implicate endogenous adre- 
nocortical-like substances as adjuvant factors 
in this syndrome. 


The sheet anchor in the treatment of 
staphylococcic enterocolitis at the present 
time appears to be Erythromycin given orally, 
if possible, in doses of 200 to 300 mg. every 
four hours. If the oral route is interdicted, 
Erythromycin may be given in doses of 250 
mg. every six hours intravenously, although 
this route is not advocated by Martin.'* 


Effective prompt treatment usually results 
in rapid alleviation of symptoms in 24 to 
48 hours, and Martin and his co-workers state 
that probably no patient should succumb if 
correct treatment is promptly carried out. 
Notwithstanding this, seven of 44 cases re- 
ported by this author died, and fatal cases 
continue to be reported. 


Presentation of Cases 


Case 1. An 80 year old, white woman was admitted 
to the hospital, October 1, 1953, with an attack of re- 
current acute calculous cholecystitis and choledochitis. 
Supportive therapy, including penicillin, 200,000 units, 
and streptomycin 0.25 Gm., t.id., was carried out for 
four days. 


On October 5, cholecystectomy and choledochotomy, 
with removal of a large common duct stone, was 
done. Penicillin and streptomycin in combination, 
as above, was continued postoperatively until the 
fourth postoperative day, when administration was 
reduced to a single dose of the combined antibiotics 
daily. At this time the patient had developed an 
adynamic ileus. Left lower quadrant tenderness was 
noted on the seventh postoperative day, and shortly 
thereafter, abdominal cramping pain, nausea and 
vomiting, and profuse, watery, mucoid stools, 5 to 
10 daily, made their appearance. Peripheral circula- 
tory collapse developed and supportive measures were 
instituted. Nasogastric suction, instituted because of 
continued vomiting, recovered two to three liters of 
greenish fluid every 24 hour period. 


Suspecting staphylococcus enterocolitis, Ilotycin, 400 
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mg. daily, was begun by the oral route and continued, 
with great difficulty because of the imperative need 
for continuous nasogastric suction caused by the mas- 
sive gastrointestinal effluent. A preparation of Ery- 
thromycin suitable for parenteral administration was 
not available. Stools continued to be massive, 700 to 
1,000 cc. of liquid, foul and foamy. Basal pneumonitis, 
pulmonary edema, and semi-coma followed. Stools 
were positive for Staphylococcus aureus in pure cul- 
ture. Improvement was evident by the twelfth post- 
operative day, only to give way to the development 
of bilateral parotitis. Surgical drainage of the paro- 
titis was done. The oral administration of Mlotycin, 
which had never been satisfactory, was discontinued 
and massive treatment with crystalline penicillin was 
substituted to no avail. 


The patient grew progressively worse, and died in 
uremia on the sixteenth postoperative day. Autopsy 
revealed diffuse peritonitis, and overwhelming entero- 
colitis, all due to staphylococci, with no perforation 
or leakage discovered anywhere in the gastrointestinal 
tract. 


Case 2. A 44 year old, white man was admitted 
to the hospital on December 9, 1953, with an acutely 
perforated duodenal ulcer (second episode). Simple 
closure of perforation was done the same day. Peni- 
cillin (“0”) 100,000 units q.i.d., and dihydrostrepto- 
mycin 0.5 Gm. b.i.d. were given for four days there- 
after. The postoperative course was uneventful. On 
December 22, a subtotal gastrectomy was done. The 
day following operation, he had evidence of pneu- 
monitis in the right lower lung field, and treatment 
with Achromycin, 500 mg. intravenously and_ twice 
daily, was begun. Penicillin (‘0’), 100,000 units q.i.d., 
was started on the third postoperative day. Four 
loose stools were noted on the fourth postoperative 
day... 


Early on the morning of the fifth postoperative 
day, the patient suddenly manifested acute circulatory 
collapse, accompanied by severe retrosternal pain, 
while sitting on the commode passing a copious fluid 
stool. Shock was profound and yielded slowly to heroic 
supportive measures including transfusions of whole 
blood, Levophed and generous electrolyte infusions. 
Recovery from shock was slow. Semi-continuous, large 
(500 to 800 cc.) liquid stools maintained a tremendous 
enteric fluid loss. Nasogastric suction, started shortly 
after the initial collapse, recovered an initial 1,000 
cc. from the dilated stomach pouch, and continued 
to remove large amounts of greenish watery effluent. 
The patient remained in moderate circulatory collapse 
with oliguria despite all efforts. The administration 
of cortisone, 200 mg. every 24 hours, and Ilotycin, 250 
mg. intravenously every six hours, (generously do- 
nated by the Eli Lilly Company, and flown down from 
its laboratories) was begun, and penicillin and Achro- 
mycin were discontinued. Pure cultures of Micrococcus 
pyogenes var. (Staphylococcus aureus), highly sensitive 
to Erythromycin, were recovered from the stools, many 
of which began to present greyish pink mucoid masses 
resembling casts of intestinal mucosa. 


Recovery thereafter was prompt and complete, and 
the patient was discharged as well on January 8, 
1954, the sixteenth postoperative day. 
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Summary 


Although perhaps not a new disease, post- 
operative pseudomembranous enterocolitis is 
on the increase both in frequency and 
severity. It seems to be true that defloration 
by certain antibiotics of the normal intestinal 
content either is a prerequisite for, or greatly 
aids the development of, this syndrome. 


It is probable that, just as in the increase 
in postoperative wound sepsis reported by 
Howe,'* the high carrier rate of resistant 
Staphylococci produced by the widespread use 
of penicillin and other antibiotics is an im- 
portant factor in the cause of the syndrome. 


It is also probable that, in its severest form, 
the syndrome is due largely to luxuriant over- 
growth in the intestine of resistant strains of 
Micrococcus pyogenes var. (Staphylococcus 
aureus) which produce a potent enterotoxin. 

In addition to refraining from the indis- 
criminate use of penicillin, as well as other 
antibiotics, against trivial infections, or in 
situations where specific indications for par- 
ticular antibiotics are lacking, curtailment of 
the prophylactic use of antibiotics in clean 
surgical cases is wise and desirable. 


A return to scrupulous observation of tra- 
ditional principles of masking, hand washing 
and the wearing of gloves by personnel at- 
tendant on surgical patients in the wards is 
recommended. 


Certain therapeutic regimens for the abor- 
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tion of, or treatment of, this syndrome have 
been discussed and two illustrative cases have 
been presented. 
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Diagnosis of Hepatic Malignancy. 
Correlation of Biopsy, Clinical, and 
Biochemical Findings 


DENNIS A. J. MOREY, M.D., McKinney, Tex., and 
ROBERT L. MEANS, M.D.,* Richmond, Va. 


These studies confirm the fact that there is no necessary correlation between disturbed hepatic 
function and degree of liver involvement by tumor. The results of liver biopsy in diagnosis 


are of interest. 


THIRTY-NINE PATIENTS with malignancy of the 
liver, diagnosed by needle or surgical biopsy, 
or at autopsy were studied in an evaluation of 
the diagnostic criteria. At first, it was intend- 
ed to study the relative merits of needle and 
surgical biopsy in those cases suspected of 
having neoplasms of the liver. It soon be- 
came apparent that there should be no argu- 
ment between the proponents of the two 
methods since there are definite indications 
and contraindications for each. These will be 
discussed in the light of the present study. 


Clinical Diagnosis 


There are two groups of patients in which 
the question of liver malignancy arises. In 
one group there is an irregularly enlarged 
liver without demonstrable cause, and in the 
other group there is evidence of malignant 
disease elsewhere. 


In diagnosis, the clinical symptoms are of 
limited value because of their resemblance to 
the symptoms of malignancy anywhere in the 
body. The patients usually have anorexia, 
weight loss, and secondary anemia. They fre- 
quently complain of epigastric discomfort and 
fullness in the right hypogastrium. Because 
tumors of the liver are prone to undergo cen- 
tral necrosis, fever and leukocytosis are fre- 
quent findings. The degenerating tumors may 
also bleed within themselves* and massive 
intraperitoneal hemorrhage be the terminal 
event. This occurred in one of our patients. 
With these symptoms of malignancy and an 
enlarged liver, the diagnosis of liver malig- 
nancy should be considered. 


*From the Gastroenterology and Surgical Services of Mc- 
Guire Veterans Administration Hospital, Richmond, Va. 


Biochemical Findings 


Since the liver has such a great functional 
reserve, the liver function studies would not 
be expected to be greatly altered until wide- 
spread destruction of liver tissue had occurred. 
Thirty-three of our cases had hepatomegaly 
and all except five of these had some evidence 
of liver function impairment as determined by 
conventional liver function tests. An attempt 
was made to determine selectivity of func- 
tional impairment and to correlate the de- 
gree of functional damage with the degree of 
liver enlargement. This was done by averag- 
ing the values for the different function tests 
in those with and without hepatomegaly (Ta- 
ble 1). There was no significant correlation 
except for a slight increase in retention of 
Bromsulphalein and an apparent increase in 
cephalin flocculation in those with the greater 
liver enlargement. 


It was observed that the degree of jaundice 
had little relationship to the size of the liver. 
The serum bilirubin values were only slightly 
higher in those with the larger livers (Table 
2). This is understandable since in a com- 
paratively small liver a tumor mass might be 
strategically located near the porta hepatis to 
cause severe obstructive jaundice. On the 
other hand, in large livers with massive in- 
volvement by the tumor, the great functional 
reserve of the liver may be exhausted and se- 
vere intrahepatic jaundice result. In these 
two groups of patients with elevated serum 
bilirubin the hepatograms would be expected 
to show greater hepatocellular damage in the 
larger livers with greater tumor involvement. 
This was found to be true only in regard to 
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TABLE 1 


CORRELATION OF DEGREE OF HEPATIC 
ENLARGEMENT WITH DEGREE OF FUNCTIONAL DAMAGE 
(AVERAGED VALUES) 


Less Than More Than 
8 cm. Below 8 cm. Below 


No Hepatomegaly Costal Margin Costal Margin 

Function Tests (5 cases) (22 cases) (11 cases) 
B. S. P. per cent retention at 45 min. 11.2 24.2 39.0 
Cephalin flocculation (4+) 1.0 1.5 3.0 
Thymol turbidity (units) 3.5 5.5 3.3 
Prothrombin time (per cent of normal) 65.0 65.0 66.0 
Serum bilirubin (mg.) 3.27 2.8 8.2 
Serum protein (Gm.) 5.7 6.6 6.7 
Alkaline phosphatase (units) 22.6 11.0 17.4 
Cholesterol (mg.) 206.0 182.0 233.0 
Cholesterol esters (mg.) 90.0 93.0 111.0 
an increased retention of Bromsulphalein and Needle Biopsy 


a greater cephalin flocculation. There was 
no significant correlation among the other 
function tests (Table 2). 


Excluding those cases with jaundice with 
the usually associated elevated serum alkaline 
phosphatase, it was interesting to find almost 
constantly elevated serum alkaline phos- 
phatase values (Table 3). In eight patients, 
this represented the only significant abnor- 
mality in the hepatogram and, in the absence 
of osseous metastasis, would be of definite 
diagnostic value. There were two primary 
carcinomas of the liver in this series. One 
was a primary hepatoma with normal liver 
function studies, except for a serum alkaline 
phosphatase of eight. The other was a 
cholangioma with severe functional derange- 
ment and an alkaline phosphatase of 16 units. 
Since alkaline phosphatase is thought to be 
produced by bile duct epithelium, an elevated 
serum value may be expected in cases wtih 
cholangioma. 


While the diagnosis of hepatic malignancy 
can usually be made in the majority of cases 
on clinical observation alone, the adjunctive 
use of needle biopsy will enhance the accuracy 
rate.2 In this series, of 31 needle biopsies 
performed on 25 patients there were 15 which 
were positive for hepatic malignancy. The 
accuracy rate, including all biopsies, was 48.4 
per cent. One patient had two negative bi- 
opsies and two patients had one each before 
a positive diagnosis was obtained. One patient 
had two negative biopsies before the diagnosis 
was obtained at laparotomy. Of the total of 25 
cases of hepatic malignancy, 15 (60 per cent) 
were diagnosed by 31 needle biopsies. If 
more biopsies had been performed, the ac- 
curacy rate per biopsy probably would have 
been greatly increased. This speaks in favor 
of multiple biopsies. 


The accuracy rate is also greater in livers 
with greater involvement by tumor. In these 
livers the functional reserve may be dimin- 
ished and there may be decreased prothrom- 


TABLE 2 


CORRELATION OF DEGREE OF HEPATIC ENLARGEMENT WITH DEGREE OF 
FUNCTIONAL DAMAGE INCLUDNG ONLY CASES WITH ELEVATED SERUM BILIRUBIN 
(AVERAGED VALUES) 


Hepatomegaly in Fingerbreadths Below Costal Margin 


0 1 2 3 4 5 
Function Tests (2 cases) (1 case) (1 case) (6 cases) (3 cases) (4 cases) 
B. S. P. (per cent retention, 45 min.) 5.0 20.0 25.0 45.0 35.0 49.0 
Cephalin flocculation (4+) 2.0 4.0 4.0 1.0 4.0 4.0 
Thymol turbidity (units) 4.0 16.0 18.0 3.0 5.0 2.0 
Prothrombin time (per cent) 67.0 100.0 75.0 58.0 65.0 70.0 
Serum bilirubin (mg.) 8.0 1.8 1.8 6.9 11.4 10.2 
Serum protein (Gm.) 5.3 6.7 8.2 6.4 7.0 6.7 
Alkaline phosphatase (units) 31.9 27.3 3.5 16.0 15.5 22.9 
Cholesterol (mg.) 247.0 137.0 270.0 230.0 232.0 255.0 
Cholesterol esters (mg.) 66.0 90.0 143.0 82.0 86.0 141.0 
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TABLE 3 


CORRELATION OF DEGREE OF HEPATIC ENLARGEMENT WITH DEGREE 
OF FUNCTIONAL DAMAGE EXCLUDING CASES WITH ELEVATED SERUM BILIRUBIN 
(AVERAGED VALUES) 


Function Tests 


B. S. P. (retention in per cent at 45 min. 
Cephalin flocculation (4+-) 

Thymol turbidity (units) 

Prothrombin time (per cent) 

Serum protein (Gm.) 

Alkaline phosphatase (units) 

Cholesterol (mg.) 

Cholesterol esters (mg.) 


Hepatomegaly in Fingerbreadths Below Costal Margin 


1 2 3 4 5 
(7 cases) (2 cases) (3 cases) (3 cases (3 cases) 
25.0 25.0 25.0 17.0 22.0 
1.0 15 1.0 1.5 4.0 
2.0 2.0 4.0 7.0 5.0 
56.0 750 82.0 75.0 44.0 
65 8.0 6.7 7.0 6.5 
11.0 7.2 8.0 10.6 9.8 
177.0 135.0 200.0 140.0 157.0 
100.0 91.0 130.0 87.0 75.0 


bin concentrations. Since bleeding is the most 
frequent complication following needle bi- 
opsy, a low prothrombin concentration or 
any evidence of decreased blood coagulability 
contraindicates its use, unless correctible be- 
fore biopsy. It also should not be used in 
the presence of suppurative disease of the 
biliary tract, when the patient is uncooper- 
ative, or when the liver is small and cannot 
be safely approached from the subcostal route. 
The transcostal approach is felt to be more 
dangerous because of poorer control of the 
needle, and possible damage to the intercostal 
or diaphragmatic vessels. If these potential 
hazards are avoided, the mortality rate should 
be in the neighborhood of 0.085 per cent as 
reported by Zamcheck.? 

Even though needle biopsy can be easily, 
quickly and safely performed and valuable 
information obtained in many cases, it should 
not be used indiscriminantly when the biopsy 
results will not influence the future treatment 
of the patient. It certainly should not be 
performed when exploratory laparotomy is 
inevitable irrespective of the biopsy results. 

Surgical Biopsy 

Surgical biopsy is usually obtained inci- 
dentally at the time of laparotomy when there 
is some hope of palliation or cure. 

In the group of patients having only 
hepatomegaly, primary carcinoma of the liver 
must be considered in the differential diag- 
nosis even though the incidence is low in this 
country (0.28 per cent of autopsies*). This 
is true especially if there is associated cirrhosis 
since the majority of cases of primary liver 
carcinoma occur in the presence of cirrhosis. 
In both of our cases there was associated his- 
tologic evidence of cirrhosis. 


These tumors are felt to have a unicentric 
origin,! and if operated upon early in their 
development there is the possibility of a local- 
ized growth. For this reason, when a primary 
carcinoma of the liver is highly suspected or 
diagnosed by needle biopsy, exploratory 
laparotomy is indicated unless the disease is 
obviously widespread or the operative risk 
contraindicates it. 


There were 37 metastatic malignancies in 
this group with the primary sites as listed in 
table 4. The pancreas was by far the most fre- 
quent primary site and all of these cases had 
elevated values for serum alkaline phosphatase 
and all but four had elevated serum bilirubin 
values. In these cases with extrahepatic ob- 
structive jaundice there is found another in- 
stance in which laparotomy is indicated un- 
less the life expectancy of the patient does not 
warrant a palliative bile side-tracking proce- 
dure. 

In patients with single liver metastasis from 
carcinoma of the colon Wangensteen® and Cat- 
tell? recommend excision of the metastasis be- 
cause of the occasional long survival in these 
patients. Apparently, these slow growing 


TABLE 4 
PRIMARY SITES OF TUMOR METASTASIZING 
TO LIVER 


Pancreas 12 
Stomach 6 
Colon 4 
Lung 2 
Gallbladder 1 
Extra hepatic bile duct 1 
Neuroblastoma 1 
Melanoma 1 
Unknown 9 
Total 37 
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metastases are by the hematogenous route and 
may occur without lymphatic involvement. 
Solomon and Kreps® report a case surviving 
26 years with liver metastases from the colon. 
It is doubtful that resection of liver metastases 
could cure or prolong life. The occasional 
cases of long survival following resection 
might have survived equally long without 
resection. However, in selected cases one may 
be justified in resecting liver metastases for, 
rarely a successful cure may be achieved. 


Conclusions 


(1) An irregularly enlarged liver associated 
with anorexia, weight loss, secondary anemia, 
fever, and leukocytosis, make likely the diag- 
nosis of liver malignancy. 

(2) Liver function studies may not be al- 
tered until large areas of liver tissue have been 
destroyed. 


(3) Functional abnormalities are not spe- 
cilic except for elevation of the alkaline phos- 
phatase, which may occur in the absence of 
other significant abnormal liver function tests. 


(4) The greater the liver enlargement, the 
greater the retention of Bromsulphalein, and 
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the greater the cephalin flocculation. 


(5) The accuracy rate of needle biopsy in 
liver malignancy in this series was 48.5 per 
cent per biopsy and 60.0 per cent per patient. 


(6) Needle biopsy should not be performed 
in the presence of an abnormal clotting mech- 
anism. 


(7) Needle biopsy should not be per- 
formed when exploratory laparotomy is in- 
evitable. 

(8) Surgical liver biopsy is usually per- 
formed incidentally at the time of laparotomy. 
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‘Twenty-six Years with 
144:221, 


to the Medical 


WILLIAM H. SEYMOUR, Boston, Mass. 


In this paper are outlined the objectives of industrial medicine and what management 
and labor hope to gain from greater activity in the field by the medical profession. 


I AM DELIGHTED to be able to discuss with you, 
Gentlemen, a subject that has been very close 
to my heart for a long time, namely, what 
medicine can do to help industry. For quite a 
while I have had the idea that the medical pro- 
fession has a great challenge and a great op- 
portunity to serve industry better, and frankly 
industry needs your help very much. 


*Read before the Section on Industrial Medicine and Surgery, 
Southern Medical Association, Forty-Eighth Annual Meeting, 
St. Louis, Mo., November 8-11, 1954. 

7From the Loss Prevention Department, Liberty Mutual In- 
surance Company, Boston, Mass. 


My best contribution, I believe, would be 
to explain industry’s problems as thoroughly 
as possible and, having some knowledge also 
as to medicine’s capacity, to act as a catalyst 
bringing the viewpoints together so that you 
may give better service to industry and indus- 
try may have a better understanding of your 
capacities. 

Now what are the medical needs of industry? 
The main need, of course, is to maintain 
optimum health so that the individual worker 
may perform his chosen work most effectively 
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without harm to himself and may do well also 
from a health standpoint in the environment 
outside the industry. Said another way, in- 
dustry needs optimum health because it is in- 
terested in production and it need not be 
debated that good health is a factor in opti- 
mum production. Furthermore, industry has 
learned in the prevention of accidents, that 
it can reduce its overhead due to costs of com- 
pensation insurance. Industry is now try- 
ing to solve the problem of what can be done 
to control the frequency and severity of non- 
occupational accidents and illnesses because 
of the demand of its employees for the pay- 
ment of accident and sickness premiums, 
either on a full or contributory basis. 

To help industry meet these sociolegal 
obligations, industrial medicine must accom- 
modate itself to the swift advance of modern 
technology, in which engineering design tends 
to exceed human capacity. It is quite obvious 
that the hazards confronting the operator of 
high-speed machinery in, let us say, a textile 
mill are far more formidable than those facing 
the worker on a hand loom. Since it is im- 
possible in a competitive economy to slow 
down the machine, our only recourse is to give 
the employee better protection both from a 
physical and from a medical point of view. 
Industrial medicine is therefore challenged 
to maintain the employee in this state of 
optimum health within a framework of maxi- 
mum quantity and quality production, since 
the latter are present-day standards by which 
a business succeeds or fails. 

Happily, the aims of medicine and the de- 
mands of greater industrial effectiveness are 
not entirely incompatible. The very develop- 
ment of modern technology has forced a shift 
in emphasis from “machine” to “human” 
maintenance, and it is precisely in this “hu- 
man” field that medicine was born to function. 
Here is what has happened. Industry, as you 
know, is composed of four basic elements— 
methods, machines and equipment, materials, 
and men—and the successful plant is one that 
develops the most intelligent combination of 
these tour elements. Because in our present 
industrial system methods, machines, and ma- 
terials are apt to be so similar among com- 
petitive industries, the difference in workmen 
will therefore constitute the major variable 
between comparable plants. If the workman 
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is the major variable and he controls the 
method and the machine, then this workman 
is the most important element in determining 
the degree of industrial success for the plant. 


For years machine maintenance has been in- 
grained in industry as sound business pro- 
cedure. Today many companies have also 
come to realize that a breakdown of the man 
at the machine may tie up production and 
increase costs just as much as a breakdown of 
the machine itself. They are also learning 
that the man who is “running below par” for 
any reason may be just as great an impediment 
to production as the machine that is running 
at, say, only 50 per cent of its capacity. In other 
words, they have come to realize that human 
maintenance is as indispensable to their suc- 
cess in competition as is machine maintenance. 
What does this all mean to the industrial 
physician? 

As I see it, the industrial physician needs 
to summon to his aid all the facilities of a well- 
rounded medical program: Preplacement and 
periodic examinations; treatment of occupa- 
tional injuries and disease; first aid for non- 
occupational conditions; health counseling 
and health education, and plant sanitation 
and hygiene. Beyond these he must set his 
sights not alone on the physical but also on 
the emotional well-being of his charges. In- 
dustrial medicine today is becoming increas- 
ingly aware of the fact that the industrial 
worker, moving in our present technological 
system and in a tense, intricate, and shifting 
society, many times needs just as much atten- 
tion to his emotional problems as to his phys- 
ical ailments. Both bear equally on his ef- 
fectiveness. A physically sick man is more apt 
to have an accident and do less work. A man 
worrying about a home situation will be less 
attentive to his job. A man with any anxiety 
state is less than a whole man and cannot 
make his optimum contribution. 

But here let me introduce a word of caution. 
There is a very real danger that the medical 
profession, faced with a problem having so 
many facets, will be tempted to come up with 
a blanket solution to cover every contingency. 
I refer to such convenient panaceas as com- 
plete medical examinations, physical and psy- 
chological, for all employees. To start with, 
such an approach is much too pat and far too 
impractical. One may end up in a somewhat 
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untenable position of examining the hands 
of foot-treadle operators, the feet of manual 
workers, and the muscular reflexes of office 
clerks. I feel that such a blanket approach 
will be doomed to failure and that one must 
plan a program that is slanted directly to the 
particular need of a particular industry. 


The needs of any particular plant rest upon 
a variety of factors,—size and type of industry, 
its location, community facilities, caliber of 
local practitioners, percentage of older em- 
ployees, percentage of women, toxic exposures 
and accident hazards in the plant, absenteeism 
rate, production problems relating to health, 
type and frequency of lost-time accidents, re- 
habilitation problem, and a number of similar 
factors. To cite an example, let us look at 
the needs of plant A, which employs about 
900 men in the manufacture of boilers, as 
compared with plant b, which manufactures 
cosmetics and employs about 900 workers of 
whom 75 per cent are women. Most cer- 
tainly a “package” plan for one of these plants 
would not fit the other. In the boiler plant, 
where the chief medical problem is trauma, 
there is need for a well-trained traumatic sur- 
geon and for a fully equipped first aid room, 
with special devices to assist in minor surgery 
and rehabilitation. Since the workers are 
highly skilled, their rehabilitation after injury 
is a primary concern to management. In plant 
B, on the other hand, the chief interference 
with production comes from excessive labor 
turnover and absenteeism. This plant, there- 
fore, needs the supportive or counseling type 
of medical care, with emphasis on health edu- 
cation and health maintenance. These plants 
represent the two extremes between which 
the medical needs of industrial establishments 
vary. 

Because of the strong differences between 
various plants, I should like to suggest that 
before a physician can make his maximum con- 
tribution to the health of a worker he must 
be familiar with what goes on inside the plant. 
He must be willing to spend the time neces- 
sary to gain the “in-plant” experience which 
will help him treat the ailing employee in 
direct relation to his job situation. He must 
know whether any toxic materials are used, 
what the man’s foreman is like, how the man 
reacts to his job. He should be acquainted 
with the people inside the plant, the team of 
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industrial nurses, hygienists, engineers, and 
management, whose “on-the-spot know-how” 
is as invaluable as his own. 

The community physician with “in-plant” 
experience has an immense advantage, for he 
is in a position to recommend job adjust- 
ments which may do much more for the man 
than medicine. Let me illustrate. An ailing 
older worker was bringing his elbow up above 
the shoulder level in a twisted position. When 
a simple fixture was devised that held the part 
vertically and permitted him to put in the 
screws with his elbow at his side, the excess 
strain on his shoulder was relieved, the pain 
in his shoulder subsided, and his output in- 
creased. Neither medicine nor treatment could 
have accomplished that. Yet it was very sim- 
ple for management to make the job adjust- 
ment that did accomplish it. Without belabor- 
ing the obvious value of preventive medicine 
in industry, I should like to illustrate the dif- 
ference, as I see it, between preventive and 
curative measures. Take the case of a man 
who has been rescued from drowning. The 
preventive approach is to teach him to swim; 
the curative measure is to throw him back 
in the water again to drown or to be rescued. 


Considering another example of the preven- 
tive opportunity of a physician with “in-plant” 
knowledge, I have in mind a large plant em- 
ploying 15,000 persons, which was favored 
with the part-time services of about 30 physi- 
cians and had two hospitals available. Yet 
the record showed that the morbidity among 
the employees was about twice as high as the 
national average, in spite of the fact that 
their medical opportunities were far greater 
than those of the average plant community. 
There was one important thing wrong,—none 
of these physicians had “in-plant” knowledge. 
When this service was introduced, it was found 
that 500 of these workers, or 3 per cent, were 
responsible for 40 per cent of the morbidity. 
Upon studying these cases, it was found that 
about 280 of the workers had problems which 
would respond to preventive types of medical 
treatment. When this approach was tried the 
excessive morbidity was controlled. 

While specific occupational problems al- 
ways yield most easily to the individual ap- 
proach, we still cannot overlook certain large- 
scale, over-all problems that challenge the 
industrial physician. One of these is the rel- 
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atively new and experimental field of geri- 
atrics. The increasing concern of “in-plant” 
medical service with how to prolong the pro- 
ductive span of company employees over a 
greater period of years is a part of the pat- 
tern of our changing times. People used to 
die at a “ripe old age” of 45. Today the life 
expectancy of men is in the late sixties and in 
the early seventies for women, which means 
that people work longer even though they 
may not be as agile and their reflexes may not 
be as good. The problem of how to keep 
them working at optimum effectiveness dur- 
ing those very years when their skills are most 
fully developed is vitally important to manage- 
ment, and industrial medicine can make an 
outstanding contribution to the solution of 
this problem. 


Also, of increasing concern to industrial 
medicine today are the employee's “‘off-the- 
job” environment and emotional status. We 
used to think that a man’s job was always the 
basic cause of injury. Now we know that is 
not always so. When we hire a man, we are 
hiring the “whole man.”” We are not hiring 
this man for just eight hours a day; he works 
in the plant for eight hours, but everything 
that happens to him during the remaining 
16 hours affects everything that goes on during 
those eight hours. They used to say, “A man 
brings his wife to work with him,” and vice 
versa, “A man brings his work home with 
him.” Apparently these statements are both 
still true. You physicians use a term “psycho- 
somatic medicine” which indicates the modern 
medical approach to the evaluation and treat- 
ment of the whole man. By this term I take 
it to mean that you can no more treat a 
gastric ulcer apart from a man’s energy drives 
and mental tensions than you can separate an 
emotionally-induced stomach disorder from 
the much-maligned mother-in-law who might 
well be the cause of it. We all know of per- 
sons who are not satisfied with their jobs and 
take their irritations and frustrations home 
to their families. We also know of persons 
who do not do their best on the job and 
have become “accident-prone’’ because the 
home situation is unsatisfactory. 


In your efforts to expand and improve 
industrial medicine you have strong allies. 
For one thing, you have the social conscience 
of our age, which increasingly holds that man- 
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agement should bear, at least in part, the 
cost of sickness and injury of the employee, 
both on and off the job. You must keep al- 
ways in mind, though, that management hav- 
ing assumed part of this cost is not satisfied 
to pay and pay without any effort to control 
the cost. Years ago when compensation be- 
came a part of production costs management 
did something about it. The frequency of in- 
dustrial accidents today is but a fraction of 
what it was in 1912. Today the situation is 
somewhat the same as regards nonindustrial 
morbidity. Industry wants a control over 
these costs,—a control that the medical profes- 
sion can give. 

Looking beyond management, you have the 
support of the employees themselves. Since 
the medical department represents neither 
management nor labor, employces find it a 
neutral zone where they are treated as persons 
rather than as fragments of a_ collective- 
bargaining unit. When a worker comes to 
the medical department he is either sick, or 
hurt, or scared, and he is trying to avoid being 
disabled. When he is treated as a person, with 
sympathy and concern, he invariably trans- 
lates such treatment into these words, “I 
guess management does care about what hap- 
pens to me.” In other words, to the worker 
the medical unit in the plant is tangible evi- 
dence of the interest of management in his 
welfare. Progressive employers are beginning 
to realize the contribution which the medical 
department can make for smoother relation- 
ships between employer and employee. 


Industrial medicine has grown, and it has 
grown because the changing social trend cre- 
ated a specific demand and need for it and 
because management in most cases came to 
see its intrinsic value in terms of productivity. 
It should soon be generally recognized as a 
specialty within the field of medicine. Indus- 
trial medicine encompasses all the aspects of 
medicine that relate to industry. It includes, 
in addition to prevention, diagnosis and treat- 
ment of industrial injuries and occupational 
disease, industrial hygiene and_ toxicology, 
mental hygiene, industrial sanitation, legal 
medicine, administration, employee relations, 
and health education. 


To sum up, I have used what I thought was 
a persuasive argument to show industry’s need 
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of the medical profession. Now I should like 
to offer what I consider proof of my argu- 
ments with two charts which I will show on 
the screen. One chart considers factors con- 
cerning “individual capacities” that “affect 
the individual’s effectiveness in production op- 
erations.” I shall not spend any time discuss- 
ing this but I merely wanted to show that 
I have taken this into consideration in my 
handling of the subject. The other chart is 
one considering “factors affecting an individ- 
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ual’s effectiveness as related specifically to his 
employment.” In this area there are many 
items which you will recognize in which the 
entire contribution must be from the medical 
profession. In many others the medical pro- 
fession has much to offer as an indirect con- 
tribution to the success of this endeavor. 

I believe this field is broad and deep enough 
to provide a tremendous challenge to the skill, 
the interest and the ingenuity of the medical 
profession. 


Public Relations and Medical Ethics: 


LAMAR ARRINGTON, M.D., Meridian, Miss. 


The events of recent years have made the medical profession aware of the need of assuming 
leadership in not only the medical affairs of a changing socioeconomic order, but also the need 
of taking a rightful part in community activities where the doctor's education and experience 
can offer a guiding influence. These combined with ethical attitudes and practices should 
assure the physician a place other than a hireling of bureaucratic medicine. 


HARDLY A QUARTER CENTURY ago, a discourse 
on public relations problems before a major 
medical organization would have probably 
been regarded as a shocking impropriety, a 
waste of valuable time which ought to be de- 
voted to the lofty interchange of weighty 
scientific opinion and, most assuredly, a topic 
on which the preponderance of the member- 
ship was totally uninformed. 

Today, it is difficult to find a medical 
meeting, however small or limited in field of 
interest, in which some portion of the program 
is not allotted to the broadening P-R field. 
The American Medical Association regularly 
gives a full day of its clinical session to public 
relations. The Public Relations Institute, 
conducted by the A.M.A. each September, has 
become a prototype for many such meetings at 
a state level. County medical societies en- 
courage such presentations in local meetings, 
and our journals are “incomplete” without 
the “P-R Tip of the Month.” 

What interplay of influences and circum- 


*Read before the Section on General Practice, Southern Med- 
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stances can possibly have been responsible 
for the astonishing advent of such an inno- 
vation? How can it be explained that science 
has been partially displaced by economics? 
Why has it been necessary for American 
physicians to engage the services of hundreds 
of lay persons, most of whom are well trained 
in fields hitherto considered foreign to medi- 
cine? In these questions, a point is made, and 
a basic responsibility of medicine becomes ap- 
parent. 


None of us has to be told that society and 
patterns of living have become complex be- 
yond understanding in a generation. Isola- 
tion among nations, peoples, and fields of en- 
deavor has disappeared. Media for mass com- 
munication have the world as a captive au- 
dience and the unbelievable change wrought 
by science and technology has all but reversed 
the process of living itself. Not among the 
least of these changes has been in our profes- 
sion. A strange pattern of public attitudes, 
especially during the last decade, has brought 
physicians to the paradoxical position of con- 
ducting simultaneously a scientific offensive 
which has been praised and a socioeconomic 
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defense which has been relentlessly criticized 
from many quarters! Even at this moment, 
there are those within the sound of my voice 
who would disagree vigorously on where we 
are and why we are there. Of this, however, 
you may be sure,—we can agree almost to a 
man that this vast sweeping change has in 
fact happened. Dr. Cummings McCall, Presi- 
dent of the Mississippi State Medical Associa- 
tion, said recently that “. . . the American 
physician has literally been forced into a po- 
sition of leadership. His horizons of service 
are broadening and his leadership potential 
is being steadily developed.”! 

The aspects of this issue are interesting, 
provocative and, for me, debatable. First of 
all, we have been the target of that minority 
who would cast aside free enterprise for so- 
cialism. Initially, this was a frontal assault 
somewhat unique in singleness of purpose. A 
real, tangible threat faced medicine in the 
opening wedge of socialism with compulsory 
health insurance. This defeated, the battle, 
far from ended, has resolved itself into a 
theater of many skirmishes, almost following 
the world pattern of the so-called peripheral 
wars, small, potent punches aimed at diver- 
gent points. The military man would say 
that our defense lines have become so ex- 
tended as to make offense taxing and imprac- 
tical. We have resorted, and wisely, to an 
ultimately positive approach with our organi- 
zation personnel who are working toward a 
recreation of good will and a climate more 
favorable to that type of practice which has 
produced the best care for the most people. 


It is important to emphasize that this is not 
a diatribe against the program of organized 
medicine. Let me assure you that two years 
ago, as president of my state medical asso- 
ciation, my energies were devoted to strength- 
ening our executive office and in giving our 
staff the tools with which to carry out a con- 
structive public relations program. Our mem- 
bership enthusiastically supported the oppor- 
tunity to work with the A.M.A. in telling 
Medicine’s story and in carrying out to the 
extent of our resources those programs of 
service which have the fortunate overtone of 
better public relations. If anything, we have 
done less than enough, the state of affairs be- 
ing what it is for us today. 

By the same reasoning, it is not the pur- 
pose of this essay to despair of the inevitabil- 
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ity of some dire fate which must surely befall 
the physician. There are understandable 
reasons why certain prevailing attitudes have 
come about, and we would be the first to 
agree that we have not yet finished the job 
of casting the beam from our own eye. We 
will come to no more dreadful ending that 
the weakest among us allows, just as surely 
as we shall rise to no greater heights than the 
strength of our leadership permits. 


With these attempts to put the problem in 
its proper perspective, to lessen the possibility 
of misunderstanding, and to suggest some- 
thing of the approaches toward its resolution, 
there remains a necessity of examining what 
goes on inside and outside our medical or- 
ganizations as affects attitudes toward us. We 
are much more familiar with external atti- 
tudes, forces, and critics than with those 
inside the profession. For example, the story 
beginning with compulsory health insurance 
of a decade back, to reinsurance in the closing 
days of the 83rd Congress is a familiar one. 
The saga of the do-gooders, socializers, de- 
criers of the cost of medical care, and the 
half-baked magazine writers who portray us 
as a bunch of fee-splitters, ghost surgeons, and 
gougers is well known to us and, unfortu- 
nately, to most Americans. On the other 
hand, how many of you know how closed 
panel practice threatens the quality of care? 
How many here today have gossiped to a pa- 
tient about a colleague or made some derisive 
remark about his professional competence? 
Do you often think of the convenience of the 
patient or of your own? How many hours or 
days have you as physicians given to civic 
groups, Chambers of Commerce, and churches 
recently, especially as compared to your busi- 
ness friends in your communities? These are 
the internal aspects of the problem and those 
with which we frankly ought to be most deep- 
ly concerned. 


Weed has something to say which may have 
an altogether too familiar ring to most of us: 
“Grandma remembers old Doc Brown, a man 
of mystery and authority, who sat up all night 
with Aunt Agatha and pulled her through. 
Young Doc Brown is not the same. Only 
last week he diagnosed pneumonia in young 
Agatha, gave her a croup kettle, some codeine, 
and a shot of penicillin; he was gone in an 
hour. Wonderful drug penicillin, though. 


The aura of mystery and authority is gone. 
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A drug rather than the doctor gets the credit 
for cure.” 


This suggests that too many physicians are 
engaged more in treating the disease than the 
patient. That the 1954 model of the Aescula- 
pian V-8 relies on his armamentarium of mir- 
acle therapeutics is scientifically sound, but 
we wonder if he has not flashed past his pa- 
tient in his hurry to get ahead in a manner 
which would have made his horse-and-buggy 
predecessors hide their heads in the saddle- 
bags! 

We need so desparately to regain the art 
of medicine which high speed science seems 
to have displaced. An eloquent plea for just 
this was made by Dr. Louis E. Moon: “All 
of us can recall old doctors we knew in our 
youth who were masters in the art of medi- 
cine and who performed miracles of diagnosis 
and healing without the scientific facilities 
we have today. We live in a different age, 
and we cannot and would not go back to the 
horse-and-buggy doctor any more than we 
would go back to the horse and buggy itself.’’* 

Without the slightest hesitation, it is sug- 
gested, particularly to the young physician, 
that the patient is a good fellow to know. 
Many will be surprised to learn that he is a 
person remarkably similar to the physicians 
themselves. He is capable of success and fail- 
ure, love and hate, courage and fear, pleasure 
and pain. Most of all, he is emphatically not 
a line on a chart nor a statistic in a tabula- 
tion. He is the very purpose of our existence 
and the sole object of our dedication. 

This problem has perhaps been amplified 
in the pattern of conduct of physicians to- 
ward other physicians. Certainly, little of 
the public interest has been served when one 
physician criticizes another. We have mech- 
anisms for discipline, and we should never 
take it upon ourselves as individuals to judge 
a colleague. This is a proper function of our 
medical societies. The Principles of Medical 
Ethics stress in many instances matters of re- 
spect and regard, but one brief section seems 
to sum up the matter of conduct toward one 
another: “When a physician does succeed an- 
other physician in charge of a case, he should 
not disparage, by comment or insinuation, 
the one who preceded him. Such comment 
or insinuation tends to lower the confidence 
of the patient in the medical profession and 
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so reacts against the patient, the profession, 
and the critic.””* 


Nor is there the team spirit throughout the 
profession which might serve to solve most or 
all of these particular difficulties. During 
the week that he retired as President of the 
American Medical Association, Dr. Edward 
J. McCormick said that “. .. I must say to you 
frankly that many doctors have given little 
evidence of a desire to make any sacrifice in 
behalf of medicine. As a matter of fact, some 
physicians look upon those who spend their 
time and money to protect the advances made 
by medicine as a group of medical politicians. 
They offer neither help nor thanks. Where 
would medicine be today if hundreds of our 
outstanding medical men had not left their 
homes and practices and spent countless hours 
‘on the bridge’ steering our ship ‘through dan- 
gerous waters?’ No doubt we would still have 
diploma mills, poor and second-rate medical 
service, and government compulsion.”® 

Bethea suggests an ideal in physician-to- 
physician relations: “From the pre-medical 
student to the worn-out and retired old prac- 
titioner facing the sunset, we should feel a 
sense of loyalty and camaraderie and be ready 
with the word of encouragement or commen- 
dation, and have waiting the helping hand.”® 

Medicine has been and is being challenged 
in the fields of social work and voluntary 
health activities. The histories in question 
make a case in point. At nearly every level 
of government, through public and quasi- 
official agencies, medical, semi-medical, and 
welfare activities have been established. We 
hear of great numbers of social workers and 
agencies largely devoted to indigent care, re- 
habilitation, and the like. Similarly, there are 
before us organizations, the so-called volun- 
tary health groups, which are usually lay dom- 
inated. None of us denies the good work 
which has been done nor the service potential 
which exists in this type of activity. 

As physicians, we do have a responsibility 
in participating in this activity. We have 
little reason to complain that medical policy 
is lay-inspired if we have not made our voices 
heard. For more than two years, our state 
medical association has recognized this prob- 
lem in Mississippi. We undertook to analyze 
and evaluate what at first appeared to be a 
situation distinctly against medicine. Its pub- 
lic relations overtones were apparent, for we 
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faced a situation of growing tenseness and 
the lack of working relationships with the 
medical association as a body threatened to 
make matters worse. We organized a Com- 
mittee on Allied Medical Agencies, held meet- 
ings with these voluntary groups, heard their 
stories, and arranged for our county societies 
to hear them too. By means of a symposium 
team, we took representatives of these or- 
ganizations to our local society meetings and 
had them tell exactly what they did, how 
they did it, who paid the bill, and what they 
needed from medicine in the way of assistance 
and participation. You can guess that the 
results were electrifying. There was a new 
understanding, questions of interest from 
physicians and, today, a new working rela- 
tionship is becoming a reality. What we did 
is not necessarily a panacea for this public 
relations illness, but we know from trial and 
error that it is one positive approach. The 
job was done with physician interest and 
physician participation. This type of program 
is commended to you if similar problems 
beset your state association. 

A third facet of this problem is well stated 
in a question: How much of a citizen is the 
doctor? Our dynamic, fast moving society 
and social system has, indeed, removed the 
physician from his pedestal. It’s almost fash- 
ionable to criticize medicine nowadays. Mole- 
hills have become mountain ranges as the 
slick magazines, with no more laudable pur- 
pose than a substantial increase in circula- 
tion, have attacked the cost of medical care, 
its quality, and the sincerity of the profession 
as a whole. You and I know that fact has 
been shoved aside for fallacy, that medical 
care has risen less in cost than almost any 
consumer commodity, that care in these 
United States has become distinguished by 
quality and availability, and that the sincerity 
of the average American physician can hardly 
be open to question. Yet, some small minority 
has given credibility to these accusations, and 
the majority remains passive in rising to the 
issue. Have you ever considered that Mr. 
Doe, who owns the agency for the Blank 
straight eight in your community, continues 
in his position of veneration and respect de- 
spite the fact that the cost of Blank straight 
eight has risen almost 200 per cent since 1941? 
Nobody blames Mr. Doe, for he is active in 
the Kiwanis, he is a member of the school 
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board, a deacon in his church, a director in 
the Better Business Bureau, an officer in the 
Heart Association, a valued citizen. On the 
other hand, Dr. Roe may have been the ob- 
ject of some criticism. He works 70 to 80 
hours a week, his fees have risen only 40 per 
cent since 1941, but his only contact with 
hometown citizens is an occasional afternoon 
of golf at the country club. 

Dr. A. M. Phillips of Macon, Georgia, ex- 
plained with disturbing clarity the plight of 
our hypothetical Dr. Roe: “As servants of 
medicine—the jealous mistress—we physicians 
tend to leave social, political, and interna- 
tional problems to the sociologists, the poli- 
ticians, and the diplomats—that is, until an 
issue like compulsory health insurance startles 
us into political action.”7 

Thus, physicians can expect no succor from 
a public which simply does not know them. 
With no interest in civic, community, and 
neighborhood affairs, how can we reasonably 
expect that the position of the belabored 
doctor can conceivably be understood? But 
there’s a happy side to this dilemma. Physi- 
cians are beginning, and the expression is 
used guardedly, to join the communities in 
which they claim such a substantial stake. 
In Jackson, Mississippi, our state capital and 
the site of our new four-year medical school, 
some 65 per cent of the physicians belong 
to the Chamber of Commerce® and hardly a 
civic club is without its full quota of medical 
members. A councilor of the M.S.M.A. serves 
as president of the Mississippi Society for 
Crippled Children and Adults and we find 
doctors there as church leaders, United Fund 
directors, and school trustees. 

Nor should we hesitate to take a positive 
stand on political issues. In 1952, many physi- 
cians took places on the National Profes- 
sional Committee for Eisenhower and Nixon 
while others staunchly supported Stevenson. 
The point is not whether they were Repub- 
licans or Democrats; they took their places 
in posts of citizenship. They stood and they 
were counted, and they earned respect in 
their endeavors. 


We could hardly say more on this matter 
of becoming a member of the community 
that “ ... Physician, heal thyself!” 


Through the years, nothing has concerned 
me so much as the physician who has com- 
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plained about the “ .. . ill advised action of 
our county society” or the “ . . . poor policy 
of the state association” or “ ... the A.M.A. 
forcing us to do this or that.” The doctor 
who delivers up these complaints is invariably 
the man who paid his dues after the third 
statement, who attends his county society only 
on the occasion of the Christmas party, who 
has never been to a state medical meeting, 
and who does not know where the A.M.A. 
will meet next June! Needless to say, he’s 
similarly ignorant of the Southern Medical 
Association, and his contacts with science are 
all but confined to his wife’s brother who 
details for a pharmaceutical firm. 


Medicine is run from the ground up insofar 
as organization is concerned. It all begins 
with the individual practitioner and ends 
at the top of the policy pyramid. Let none 
complain if he fails to participate vigorously. 


Would we not do well to sum up this 
problem of adverse attitudes, public relations 
problems, and the like by putting it rather 
simply? A physician needs to forget the false 
security of medical isolation. He needs to 
realize that his problems are real—they are 
here, today, touching him and the patients 
he treats; he must gear his practice on a 
human-to-human concept and treat the patient 
as well as the disease; he must regard highly 
his colleagues, avoiding gossip, making use 
of his properly constituted professional or- 
ganizations for censure and discipline; he 
must literally get in the ball game in matters 
which affect medicine and participate actively 
in the making of medical policy; and, finally, 
he must become a working, respected part 
of his community with service as his goal. 
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Discussion (Abstract) 


Dr. Howard A. Nelson, Greenwood, Miss. The es- 
sayist has very forcefully focused our attention on the 
problem of public relations which confronts medicine 
today. His remarks are a challenge to each member 
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of our profession. Upon graduation from medical 
school, I received two pamphlets with the compli- 
ments of the American Medical Association, on Eco- 
nomics and Medical Ethics, having been taught very 
little in school about these intangibles. Few meetings 
prior to 1950 allotted any time for such discussions. 
Today postgraduate medical education gives the proper 
perspectives to problems affecting professional con- 
duct and the relationship of the physician to his 
environment. Everyone of our personalities and each 
of our offices must tell the positive story of medical 
progress. We must reinforce the public’s confidence 
in the physician, dispel mysticism, and change the 
patients’ fears to a faith as a cornerstone on which 
we are to build better public relations. Medicine must 
take the offensive and initiative. 

My discussion will concern itself with the phase 
of medical ethics. Ethics is the systematic study of 
the ultimate problems of human conduct. In short, 
it is the science of moral duty. It is not concerned 
mainly with bare facts, but with values or estimates. 
It is not primarily occupied with the actual character 
of human conduct, but with its ideal, not so much 
what human conduct is, but what it ought to be. 
“Man alone is capable of asking what he will do 
with his life, with the little span of time allotted 
to him, and likewise, he can help shape the society 
of which he is a part for good or for evil. It is this 
God-given choice that sets man apart and enables 
him in the face of an infinite universe to call his 
soul his own.” 

In a profession as worldwide and homogeneous 
as medicine is, the doctor holds a unique position. 
With this position of responsibility, go certain ob- 
ligations and rules of moral conduct just as in a 
democracy the opportunities carry responsibilities. 
The time has come for us to vacate our ivory towers, 
remove the scientific cloaks and do the job cut out 
for us, both toward organized medicine and _ civic 
affairs. It is through this awakening that we of 
organized medicine can be the lighthouse for the 
misinformed and misled people. 

As a family, medicine must practice the Golden 
Rule among ourselves and toward our fellowman 
so that our house might be put in order. Those 
members of the family not adhering to these prin- 
ciples should be disciplined and the black sheep 
disinherited for the good of the order and _ society 
as a whole. We should expose, without fear or favor, 
the incompetent or corrupt, dishonest or unethical 
conduct on the part of the members of our profession. 

The principles laid down in the Hippocratic Oath 
still remain the central figure of all systems of medical 
ethics. Evolution of medical ethics has naturally been 
influenced by contemporary changes in the general 
social environment. Ethical rules and customs are 
among the most stabilizing elements in society. They 
are extremely resistant to change. Changes in ethics, 
codes, or customs are usually the result of conflict 
between human beings. Moral responsibility is always 
personal and individual. In this modern society, due 
to economic relationships, much of the personal 
character of certain systems of ethics is lost, but 
medicine retains these personal relationships which 
are so necessary in the treatment of disease. 
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The practice of medicine is a profession which has 
for its prime object a service it can render to human- 
ity. In choosing this profession, an individual assumes 
an obligation to conduct himself in accord with its 
ideals. The pledge, “To teach without fee or stipula- 
tion all who are bound by a stipulation and oath 
according to the law of medicine,” is the foundation 
of that trusteeship of the profession that all medical 
knowledge gained by any of its members is placed 
at the disposal of all physicians. From this principle 
arises all medical opposition to patents and medical 
secrecy. 

Specialists know one another and are familiar with 
the work of each in a way that is remarkable. Any 
knowledge gained by one, any special technic devised, 
any new instrument invented is at the disposal of all. 

The full responsibility for all treatment rests 
squarely on the attending physician. He is pledged to 
follow that method of treatment which, “according 
to his ability and judgment, he considers for the 
benefit of his patients and abstains from whatever is 
deleterious and mischievous.” This makes the “su- 
preme good,” the rule of guidance of the physician. 

The basis of confidential relations is further ex- 
panded in the pledge, “Into whatever houses I enter, 
I will go into them for the benefit of the sick, and 
will abstain from every voluntary act of mischief and 
corruption. Honorable conduct is joined with the 
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pledge of secrecy. Whatever I may see or hear in 
the lives of men which ought not to be spoken 
abroad, I will not divulge, as reckoning that all 
such is kept secret.” This comprehensive and insistent 
emphasis on the necessity of honorable personal and 
completely confidential relationships between physi- 
cians and patients, as the first essential of correct 
diagnosis and proper treatment, has ever since been 
the basis of good medical practice, and it has been 
the task of the medical profession, and still is, to 
maintain this essential basis of medical practice 
against all assaults. 


During these moments given me, I have attempted 
to relight the torch of medical ethics which has so 
ably guided medical behavior and morals for some 
2,200 years. I wish to thank Dr. Arrington for the 
privilege of discussing his paper. In closing this dis- 
cussion on ideals, I would like to borrow a passage 
from Sir William Osler at his farewell dinner when 
he said, “I have three personal ideals; one to do a 
day’s work well and not to bother about tomorrow; 
the second ideal has been to act the Golden Rule 
as far as in me lay toward my professional brethren 
and toward the patients committed to my care; and 
third has been to cultivate such a measure of equanim- 
ity as would enable me to bear success with humility, 
the affections of my friends without pride, and be 
ready when the day of sorrow and grief came to meet 
it with the courage befitting a man.” 
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Treatment of Hypertension: Part 1. 
Pathogenic Considerations and Older Methods of ‘Therapy* 


EDWARD W. DENNIS, M.D., and JOHN H. MOYER, M.D.,t Houston, Tex. 


The management of hypertension is a responsibility encountered daily by most physicians. 
A rapidly expanding group of drugs has been offered for treatment in recent years, ac- 
companied by a great volume of literature. The review of this subject seems neces- 

sary to clarify the confusion about drugs which is almost certain to be in the 

mind of the doctor who does not have the time nor the journals available to 

study the subject of drug therapy critically or at first hand. 


ALTHOUGH THE pathologic physiology under- 
lying the majority of cases of hypertension 
is not known, the importance of the au- 
tonomic nervous system in its maintenance 
is well accepted. During the past decade, 
many pharmaceutic agents which act upon 
the nervous system, both to block and to 
stimulate, have been made available to the 
clinicia.. It has been established that drugs 
which produce a blockade at various points 
along the sympathetic pathways from the 
higher centers to the neuro-effector site, will, 
among other effects, reduce the blood pres- 
sure. It has been observed also that certain 
of these compounds are capable of reducing 
the arterial blood pressure regardless of the 
degree of its elevation and without regard to 
the underlying cause of the hypertension.! 
The first preparations which were intro- 
duced for treating clinical hypertension were 
variable in their effect and somewhat diffi- 
cult to control. There have been many re- 
finements but no ideal drug or combination 
of drugs has yet been developed. Those who 
treat hypertension, then, are deluged with a 
somewhat bewildering number of antihyper- 
tensive preparations, a situation which often 
fosters trial and error medicine. This com- 
munication and subsequent ones in the series, 
will be devoted to what the authors consider 
a rational approach to the therapy of hyper- 


*Supported in part by a grant from the Houston Heart 
Association. 

+From the Departments of Medicine and Pharmacology, 
Baylor University College of Medicine, Houston, Tex. 


tension. Important postulates in the patho- 
logic physiology of hypertension will be re- 
viewed as well as principles formerly em- 
ployed in the treatment of hypertension. Be- 
cause the medical approach to hypertension 
is via the autonomic nervous system, the 
physiology of this system will be reviewed 
to clarify the pharmacologic basis for the use 
of drugs which act predominantly on the 
autonomic nervous system. Later installments 
in this series will cover the various prepara- 
tions available for treating hypertension. Each 
will be discussed from the pharmacodynamic 
aspect, and from the standpoint of clinical 
results which one might expect from their 
use. Results from the hypertensive clinics af- 
filiated with the Baylor University College 
of Medicine will be compared in each in- 
stance with what we consider representative 
results from other clinics as reported in the 
literature. No attempt has been made to cite 
all reports in the literature. Finally, a pro- 
posed overall therapeutic approach to a given 
patient with hypertension will be presented. 
While each clinical situation demands an in- 
dividualized approach, there are certain prin- 
ciples based on an understanding of hyper- 
tension and a knowledge of the pharmaco- 
dynamics of autonomic drugs which will allow 
the clinician to obtain optimal results. 
There are, of course, many causes of hyper- 
tension such as coarctation of the aorta, peri- 
arteritis nodosa, Cushing’s syndrome, pheo- 
chromocytoma, acute and chronic renal dis- 
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ease and that elusive cause, or causes of hy- 
pertension which for want of an understand- 
ing of it, is called “essential hypertension.” 
The correction of many of these, such as 
coarctation of the aorta, Cushing’s syndrome 
and pheochromocytoma, is specific and is not 
within the scope of this review. All cases of 
hypertension which are not correctible by 
specific means may be successfully treated 
with autonomic drugs, whether secondary to 
renal disease or of unknown etiology (unless 
advanced renal failure is present which pro- 
hibits reduction in blood pressure). 


Pathogenesis of Hypertension 


There is no general agreement regarding 
the primary factor or factors responsible for 
the development of essential hypertension. 
There is little doubt that hereditary factors 
are imporant and there are statistical studies 
which suggest that a susceptibility to hyper- 
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Diagramatic representation of vasoconstrictor impulse origi- 
nating in the brain and traveling to the blood vessels in a 
normal subject. (Courtesy Am. J. M. Sc. 230:33, 1955.) 
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FIG. 1, B 
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Diagramatic representation showing increased outflow of 
vasoconstrictor impulses as it probably occurs in the hyper- 
tensive patient. This increase in the number of vaso- 
constrictor impulses can arise from numerous causes which 
affect the vasomotor center via the hypothalamus. (Courtesy 
Am. J. M. Sc. 230:33, 1955.) 


tension may be inherited as a mendelian 


characteristic.” 

Tigerstedt, in 1898, showed that a heat 
labile saline extract of fresh rabbit kidney 
was able to induce a rise in blood pressure 
when injected into anesthetized rabbits. In 
1924, hypertension was induced in dogs by 
reducing the total kidney substance provided 
the damaged kidney was permitted to remain 
in situ. Goldblatt later showed that persistent 
hypertension could be induced in the dog 
by constriction of both renal arteries or con- 
striction of one and extirpation of the contra- 
lateral kidney. Renin, angiotonin, vaso-excitor 
material*® and others have been suggested 
as a common humoral cause of hypertension 
but definite proof is lacking. For purposes of 
this presentation it is convenient to think 
of abnormal vasoconstrictor impulses from 
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higher centers, such as the vasomotor centers, 
as being causative, a concept for which there 
is good pharmacologic evidence. These im- 
pulses pass from this area over the sympa- 
thetic nervous system to sympathetic nerve 
endings at the arteriole, thus initiating vaso- 
constriction and an increase in systemic blood 
pressure. It would therefore seem that the 
blood pressure could be reduced by suppres- 
sion of these vasoconstrictor impulses at their 
sites of origin (central blockade), or block- 
ade of the vasoconstrictor impulses along their 
transmission pathway either at the ganglion 
or at the sympathetic nerve ending. 


The pharmacologic agents which act upon 
the autonomic nervous system, and specifically 
those which are capable of blocking vaso- 
constrictor impulses along the sympathetic 
nervous system, may be classified on the basis 
of their site of action. There are, therefore, 
central agents such as Rauwolfia and hydra- 
lazine which suppress vasoconstrictor im- 
pulses at their site of origin at or above the 
vasomotor centers. Ganglionic blocking agents 
hexamethonium, pentolinium and mecamyla- 
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mine act not only at the sympathetic ganglia 
to block vasoconstrictor impulses, but also 
at the parasympathetic ganglia to produce 
a variety of effects. The third major group 
of autonomic blocking agents which are im- 


portant in treating clinical hypertensions are - 


those agents which produce an adrenergic 
blockade at the neuro-effector site. Each of 
these groups of agents is effective in reducing 
the blood pressure. Each, however, can pro- 
duce a variety of untoward effects in addi- 
tion to the desired reduction in blood pres- 
sure. Side effects so produced are predictable 
if the mechanism of their action is under- 
stood. A thorough understanding of these 
drugs and of the autonomic nervous system 
is of paramount importance for those who 
treat clinical hypertension and, in many in- 
stances, will make the difference between suc- 
cess and failure of such treatment. 


Physiology of the Central Nervous System 


The autonomic nervous system includes the 
sympathetic and parasympathetic nervous 
systems. Fibers leaving the spinal cord from 
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The mechanism for transmission of vasoconstrictor impulses over the sympathetic nervous system. (Courtesy Med. Records 
and Annals 49:277, 1955.) 
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the TI-l to L-2 or 3 level (dorso-lumbar 
outflow) constitute the preganglionic com- 
ponents of the sympathetic nervous system. 
They terminate in sympathetic ganglia ad- 
jacent to or in contact with postganglionic 
neurones. The greater, lesser, and least 
splanchnic nerves carry many such _pre- 
ganglionic neurones, and are sectioned sur- 
gically when a sympathectomy is done. The 
sympathetic ganglia, of which the cervical, 
celiac and mesenteric ganglia are examples, 
are the site of synapse between the pre- and 
postganglionic neurones. The impulse is trans- 
mitted across the synapse by the liberation 
of acetylcholine at the endings of the pre- 
ganglionic fiber. Cholinesterase, present in 
the tissues surrounding the synapse, destroys 
the acetylcholine after it has stimulated the 
postganglionic neuron. 

The postganglionic neuron carries the im- 
pulse from the ganglion to the effector organ. 
The impulse is transmitted here by a chemi- 
cal substance at one time designated “sym- 
pathin.” Sympathin E, now identified as 
norepinephrine, produces vasoconstriction, 
and sympathin I or epinephrine, inhibits 
vasoconstriction. It is probable that both sub- 
stances are liberated by the sympathetic post- 
ganglionic fibers to the various tissues inner- 
vated by the sympathetic nervous system, the 
relative amounts of each compound depend- 
ing upon the site of the tissue, and the re- 
sponse depending upon the effector organ. 
A single exception to this is with regard 
to the sweat glands where acetylcholine is 
liberated at the sympathetic nerve endings. 
The effects of the end organs so stimulated 
are the well known results of sympathetic 
nerve stimulation, including pupillary dilata- 
tion, increase in heart rate, diminished in- 
testinal motility, vasoconstriction, relaxation 
of the urinary bladder and contraction of the 


TABLE 1 
RESULTS WITH SYMPATHECTOMY (13-17) 
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Author Sympathectomy 2a 
Grimson Stellate-L2 113 1-8 65 
Evans and Bartels D3-L1 173 2-3 47 
Smithwick D8-Ll 439 1-5 66 
Hammarstrom D8-L2 251 2-8 59 
Peet Splanch. 437 5-12 47 
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bladder sphincter. In the blood vessels, 
norepinephrine is probably the primary sub- 
stance liberated after sympathetic stimula- 
tion, producing vasoconstriction and an in- 
crease in blood pressure. 


The basic pattern of the parasympathetic 
nervous system is similar to that of the sym- 
pathetic except that the preganglionic fiber 
runs directly from the central nervous system 
to the organ innervated to form a synapse 
with the postganglionic neuron within the 
organ. The central connections are with the 
third, seventh and tenth cranial nerves and 
the sacral outflow. Acetylcholine is liberated 
at the endings of both the pre- and _ post- 
ganglionic neurones, resulting in parasym- 
pathetic or cholinergic effects. Some of these 
include an increase in gastric motility and 
secretion, bradycardia, reduction in blood 
pressure, increase in bladder tone and relaxa- 
tion of sphincter tone. 


In considering methods of controlling hy- 
pertension, it is at once obvious that it would 
not be possible to block vasoconstriction, 
for example, without producing other effects. 
Ganglionic blocking agents, by way of illus- 
tration, block the vasoconstrictor impulses 
passing through the sympathetic ganglia, but 
at the same time a large number of other 
effects of sympathetic activity are also blocked, 
as well as most parasympathetic effects be- 
cause of the associated block of the para- 
sympathetic ganglia. One can easily see why 
constipation, bladder atony, dryness of the 
mouth and the like, are prominent side ef- 
fects of therapeutically induced ganglionic 
blockade. 


Rationale and General Principles of 
Drug Therapy of Hypertension 


In treating hypertension one presupposes 
that, by reducing the blood pressure, damage 
to the three key vascular beds, the brain, the 
heart and the kidneys, may be averted. Most 
of the symptoms and altered function result- 
ing from prolonged or severe hypertension 
may be attributed to damage of these three 
important areas. Similarly, each must be kept 
in mind during treatment if therapeutically 
induced complications are to be avoided. 
Smirk? has concluded that if hypertension 
reaches a sufficient degree of severity and 
is sustained for an adequate period of time, 
this in itself is an intermediate cause respon- 
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sible for the clinical manifestations which are 
associated with all hypertensive diseases. 
Therefore, it seems rational to treat not only 
patients with severe disease but also patients 
with less severe disease in the hope of pre- 
venting progression and the development of 
serious complications. A family history of 
hypertension further increases the desirability 
of early treatment in the mild group. Whether 
or not the basic disease process is arrested, it 
is certainly true that the complications as- 
sociated with untreated hypertension decrease 
significantly when the blood pressure is 
maintained at a lower level by treatment. 


Cerebral function is definitely improved 
by lowering the blood pressure in hyperten- 
sive patients, particularly if derangement of 
cerebral function secondary to hypertension 
exists. When the blood pressure is reduced, 
the cerebral vessels dilate and cerebral blood 
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flow and metabolism are maintained. If the 
blood pressure is reduced excessively, how- 
ever, cerebral blood flow may decrease sharply 
with resulting dizziness and syncope. When 
agents acting at the ganglion, or peripheral 
to it are used, reflexes responsible for ad- 
justing peripheral vascular resistance to com- 
pensate for change in position may be in- 
hibited with resultant excessive hypotension. 
When this situation exists dizziness in the 
upright position may be prominent. There- 
fore, it is imperative that the blood pressure 
be recorded in both the supine and upright 
positions. In treating moderate to severe hy- 
pertension with peripherally acting agents, 
one should not seek to achieve normotensive 
levels in the supine position but should ad- 
just the dose of the drug by the upright 
blood pressure determinations. An upright 
blood pressure of 150/100 appears to be safe 


FIG. 4 
Supine and Upright Cerebral Hemodynamic Response 
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Blood Pressure Reduction with Hexamethonium. 
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Cerebral hemodynamic response to blood pressure reduction with ganglionic blockade. 


With moderate reduction in blood 


pressure cerebral blood flow and oxygen uptake are not altered significantly. However, if the blood pressure is reduced ex- 
cessively as was done using a passive 45° tilt in this patient, cerebral blood flow is reduced. The increased oxygen extrac- 


. tion only partly compensates for the reduced blood flow and as a result cerebral oxygen uptake is depressed (tissue anoxia). 
j.A.M.A. 


Courtesy 152:1121, 1953.) 
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Following acute reduction in blood pressure with hexamethonium there is a temporary depression in glomerular filtration 


rate and renal plasma flow. As therapy was continued, renal hemodynamic adjustment occurred 


and _ renal flow 


and glomerular filtration rate returned to control values. (Courtesy Am. J. M. Sc. 225:379, 1953 and J.A.M.A. 152:1121, 


1953.) 


and allows for some fluctuation in blood 
pressure to occur. It is believed that reduction 
in blood pressure offers protection against 
cerebral hemorrhage, and if caution is used, 
the danger of thrombosis is minimal. 


In regard to the cardiovascular bed, the 
improvement in anginal syndromes and often 
in serial electrocardiograms suggests that 
the ratio of coronary blood flow to metabolic 
demand is improved with a reduction in 
blood pressure. It is possible, though diffi- 
cult to measure in objective fashion, that 
vasoconstrictor impulses to the coronary ar- 
teries are blocked. The validity of the con- 
clusion that the coronary circulation is not 
seriously impaired, particularly with gangli- 
onic blockade, is borne out by the fact that 
despite occasional excessive hypotensive epi- 
sodes, the development of myocardial in- 


farction is infrequent. Contrariwise, hydrala- 
zine, by increasing the heart rate, may pro- 
duce palpitation, angina, and even myocardial 
infarction’ without a reduction in blood 
pressure when it is used alone. With gangli- 
onic blockade of the cardio-accelerator nerves, 
the pulse rate is not increased. Generally, 
cardiac failure is improved following reduc- 
tion of blood pressure, and catheter studies 
by British investigators have shown a sig- 
nificant reduction in pulmonary arterial and 
right ventricular pressure following gangli- 
onic blockade.® 


If pretreatment renal function is not sig- 
nificantly impaired, renal vascular resistance 
decreases and renal blood flow is not altered 
with reduction of blood pressure by au- 
tonomic block. However, if there is signifi- 
cant impairment of renal function, care must 
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be taken to avoid precipitous and marked 
reduction in blood pressure. Excessively low 
blood pressures in such a situation may 
markedly reduce glomerular filtration and 
precipitate frank renal failure. In patients 
with severe pretreatment hypertension and 
associated renal disease, the reduction of the 
blood pressure must be approached cau- 
tiously. In the laboratory it has been estab- 
lished that there is an initial depression of 
renal function even in a normotensive sub- 
ject following acute reduction of blood pres- 
sure. However, the glomerular filtration rate 
gradually returns to normal despite a main- 
tained reduction in blood pressure, if this 
is not excessive. Patients with renal damage 
respond qualitatively, similar to patients with 
normal kidneys but the readjustment is slower 
and incomplete.!° If readjustment is incom- 
plete and if renal function is markedly im- 
paired, even small reductions in glomerular 
filtration may be serious enough to decom- 
pensate the kidney and cause frank renal 
failure. Incomplete renal hemodynamic re- 
adjustment is more likely to occur if the 
blood pressure is reduced to absolute normo- 
tensive or hypotensive levels. This does not 
mean that reduction of blood pressure is not 
desirable in the presence of impaired renal 
function. It does indicate, however, that when 
blood pressure reduction is undertaken, par- 
ticularly in persons with demonstrable renal 
disease, extreme care must be taken to main- 
tain the standing blood pressure slightly 
above normotensive levels. Frequent urine 
analysis and determinations of the blood urea 
nitrogen must be carried out. An increase 
in the degree of nitrogen retention should 
constitute a contraindication to lowering the 
blood pressure to a greater degree. 

In all patients with hypertension, a careful 
evaluation of the cerebral, cardiac and renal 
status must be carried out before beginning 
treatment. Not only will the plan of approach 
and immediate goal of treatment depend on 
this, but also it is only through alteration 
in the status of these three vascular beds 
that evaluation of beneficial and untoward 
results may be made. 


Older Methods of Therapy 


There are several time honored approaches 
to hypertension which may be of definite 
value in treating hypertension today. One 
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or more of these may be used as an adjunct 
to autonomic blockade, or perhaps may be 
effective alone. These include diet, sedation, 
thiocyanates and surgery on the autonomic 
nervous system. Regulation of the diet is 
important regardless of the overall plan of 
therapy. With obese individuals, weight re- 
duction is of the utmost importance. If diet 
is to be used as the sole method of treatment, 
it should contain less than 500 mg. of sodium 
per day.!! If ineffective during the first four 
weeks, sodium restriction alone may be pre- 
dicted to be unsuccessful and should be 
abandoned. 


Because patients with hypertension respond 
to minor stress with an abnormally prolonged 
increase in arterial tone, mild sedation and 
the avoidance of stress situations is of un- 
questionable value. Frequently, mild seda- 
tion will render a labile hypertensive, normo- 
tensive. It goes without saying that patients 
should be followed with regular blood pres- 
sure determinations, while on sedation or 
placebo, in order to establish a pretreatment 
base line from which conclusions relative to 
later responsiveness may be drawn. 


Sodium thiocyanate has been used rather 
effectively in relieving the headache asso- 
ciated with hypertension, but it is not par- 
ticularly effective in reducing the blood pres- 
sure.!* 


It is not within the scope of this resume 
to discuss detailed series of patients treated 
by sympathectomy or, more recently, subtotal 
adrenalectomy with or without sympathec- 
tomy. Sympathectomies have been done to 
treat hypertension since 1938.1%17 The re- 
sponse rate depends by and large on the 
extent of the procedure. Although the mag- 
nitude of the response is greater with the 
more extensive two stage procedures, so also 
is the degree of morbidity as well as mor- 
tality. In the larger series reported, the re- 
sponse rate varies from about 47 per cent 
with the Peet one stage splanchnicectomy to 
about 66 per cent with the more extensive 
procedures (Table 1). There is no distinct 
correlation between symptomatic improve- 
ment and reduction of blood pressure. It is 
believed by the authors that sympathectomy 
is indicated now only for the occasional pa- 
tient without severe renal disease, but with 
significant hypertension who either will not 
or cannot follow a medical regimen. 
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Recently Jeffers and his group'* have been 
performing bilateral subtotal adrenalectomy 
with and without sympathectomy for patients 
with severe and progressive hypertension. The 
results appear encouraging for those who do 
not respond to intensive medical manage- 
ment. It appears that this procedure should 
be restricted to those patients with severe 
and rapidly progressive hypertension, and 
should probably not be done in individuals 
with significant renal damage or a recent 
myocardial infarction or cerebrovascular ac- 
cident. In the opinion of the authors, this 
procedure should be restricted to those Medi- 
cal Centers interested in evaluating this pro- 
cedure as a controlled study. If the results 
warrant it, after long term follow-up, the 
procedure should only then be extended to 
other Medical Centers. 

To Be Continued. 
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ARKANSAS 


Dr. John W. Cole, Malvern, is a newly appointed 
member of the Board of Trustees of the Hot Springs 
County Memorial Hospital. 


Dr. Garland D. Murphy, Jr., El Dorado, was elected 
to the Arkansas post on the American Legion’s Na- 
tional Executive Committee at the recent meeting in 
Little Rock. 

Dr. J. D. Riley, Booneville, has retired from active 
service at the Arkansas State Sanatorium, and has been 
named Emeritus Superintendent there. The new Med- 
ical Director is Dr. C. A. Henry, who has been chief of 
staff for more than 10 years. 


Dr. E. D. McKnight, Brinkley, veteran member of 
the State Board of Health, was reappointed to his po- 
sition by Governor Orval Faubus, his new term to end 
December 31, 1958. Dr. McKnight at that time will 
have completed 29 years of service on that Board. 


DISTRICT OF COLUMBIA 


Dr. Jackson H. Friedlander, Washington, has been 
appointed chief of the residency and internship divi- 
sion on the staff of the assistant chief medical director 
for research and education in the Central Office at 
Washington, D. C. Dr. Friedlander succeeds Dr. Wil- 
ton M. Fisher who has resigned to return to the U. S. 
Public Health Service. 

Dr. William H. Sebrell, Jr., Director of the National 
Institutes of Health, retired from office on August 1 
after 30 years of service as a commissioned officer in 
the Public Health Service. He was succeeded by Dr. 
James A. Shannon. 


Dr. Chester S. Keefer has resigned as Special As- 
sistant, for health and medical affairs, to the Secre- 
tary of Health, Education and Welfare, effective Aug- 
ust 1. He has returned to Boston to accept a newly 
created post as director of medical affairs at Boston 
University and coordinator of professional activities at 
Boston University and at the Massachusetts Memorial 
Hospital. Dr. Keefer will continue to serve as Chair- 
man of the National Advisory Committee for Poliomy- 
elitis. 

Captain William M. Silliphant, MC, USN, has been 
appointed Director of the Armed Forces Institute of 
Pathology, effective last August 1. He succeeds Briga- 
dier General Elbert DeCoursey, MC, USA, whose tour 
of duty ended on that date. 

Dr. Charles S. Wise, professor of Physical Medicine 
and Rehabilitation at George Washington University 
School of Medicine, was cited by the President’s Com- 
mittee on Employment of the Physically Handicapped 
at special ceremonies, July 22, 1955. 


Dr. Louis K. Alpert has been reappointed chairman 
of the Committee on Detection and Education of the 
American Diabetes Association, and will again head 
up the Association’s Nation-wide Diabetes Detection 
Drive. Dr. John A. Reed, second vice-president of the 
Association, will serve as one of the vice chairmen for 
the Drive. Dr. William Kurstin, who was chairman of 
the Diabetes Detection Drive for Washington for last 
year, has been appointed to serve on the national com- 
mittee of which Dr. Alpert is chairman. 


Rear Admiral Clifford A. Swanson, MC, USN, the 
twentieth Surgeon General of the Navy, retired from 
active duty, after 30 years service in the Medical Corps, 
on July 1, 1955. He is associated in the practice of 
ophthalmology with Dr. E. J. Cummings. 

Dr. Katherine K. Rice has been appointed Medical 
Director of Linwood Children’s Farm, a new institu- 
tion for emotionally disturbed children, which opened 
June 27 in Ellicott City, Maryland. 


Dr. Fred A. J. Geier has been appointed head of 
the Department of Medicine at Doctors Hospital. He 
succeeds Dr. Arnold McNitt, who resigned the posi- 
tion after serving for 15 years. 


Dr. Charles P. Waite has been appointed Chief of 
the Health Qualifications Section and Service to the 
Physically Handicapped in the Medical Division of 
the Civil Service Commission. He will be associated 
with Dr. Verne K. Harvey. Dr. Waite was formerly 
employed at the National Bureau of Standards. 


Dr. Irving Berman, until recently Medical Director 
of the Government Printing Office, resigned his posi- 
tion to take a residency in psychiatry at St. Elizabeth’s 
Hospital. 


Dr. Howard T. Karsner, Research Advisor to the 
Surgeon General of the Navy, has been appointed 
General Consultant of the Medical Advisory Board of 
the Leonard Wood Memorial (American Leprosy 
Foundation). 

Dr. Dorothy Jaeger-Lee, Washington pediatrician 
since 1940, has moved to Atlanta, Georgia, where her 
husband, the Reverend Robert E. Lee, is now pastor 
of the Redeemer Lutheran Church, the largest Luther- 
an congregation in the South. 


FLORIDA 


Dr. Patrick J. Lynam has returned to Cocoa from 
Boston where he has been doing graduate work in eye 
surgery. 

Dr. William D. Sugg, Bradenton, has returned from 
a trip to Europe and the Middle East. He was one of 
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THIS IS YOUR KIDNEY 


With the gradual accumulation of knowl- 
edge concerning the physiology of the kid- 
ney, we must view with amazement and won- 
der at this truly phenomenal chemical factory 
which adjusts the internal environment of the 
body. While many phases of renal physiology 
remain obscure, the advance in our knowl- 
edge since Bowman’s description of the glom- 
erulus in 1842 has furthered our appreciation 
of this remarkable organ. 


In the broadest sense the kidney is an 
excretory organ ridding the individual of the 
useless end products of protein metabolism 
(urea, uric acid, creatinine). In addition, the 
kidney possesses a brain-like jurisdiction over 
the excretion of the valuable components of 
the fluids of the body. When these electrolytes 
are present in amounts less than normal, they 
are restored to the plasma, if in excess they are 
excreted in the urine. Because of elaborate 
structural and vital components, the kidney 
regulates the osmotic pressure, the volume, 
and ionic structure of the plasma and intersti- 
tial fluids.1* 


In the average normal male there are about 
one million or more glomeruli. During a 
period of 24 hours, 50 gallons (189 liters) 
of plasma filter through these glomerular 
tufts. The entire volume of blood plasma, 
carrying with it all waste products and valu- 
able constituents, is filtered through the 
glomeruli every 27 minutes. The 50 gallons 
of plasma contain 2.7 pounds (1226 grams) 
of sodium chloride, | pound (454 grams) of 
sodium bicarbonate, one-half pound (220 
grams) of glucose, 4 grams of vitamin C, and 
other valuable substances. Were these amounts 
permitted to pass, unhalted and unaltered by 
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the intelligent reabsorption of the tubules, the 
body would be rapidly and completely de- 
pleted. By the time the ultimate urine reaches 
the renal pelvis, all the chemical and fluid ad- 
justments have taken place. Of the 50 gallons 
of water filtered, only one-fourth gallon (plus 
or minus) is excreted. Of the 2.7 pounds of 
sodium chloride, all is returned to the plasma 
except about 5 grams. No sodium bicarbonate 
is excreted and perhaps only traces of vita- 
min C, 


The filtration through the glomeruli is 
accomplished by the pressure within the ar- 
teries working in a sense antagonistically to 
the forces of osmosis of the proteins in the 
plasma. The mechanism of reabsorption by 
the tubules is selective for individual sub- 
stances and involves expenditure of energy 
by the cells of the tubules. For example, urea 
is very readily diffusible from the tubular 
urine to the plasma. An adequate fluid intake 
is required to permit the passage of urea 
through the lumen of the tubules into the 
urine. Glucose, amino acids, phosphate, sul- 
phate and vitamin C are shunted back into 
the plasma by the cells of the tubules, which 
have the power of moving substances from 
an environment of low concentration (the 
tubular urine) to one of high concentration 
(the plasma). Sodium bicarbonate and 
chlorides are excreted according to their con- 
centration rather than the quantity present 
in the filtrate. The rate of filtration then 
presides over the quantities excreted. With a 
marked reduction in rate, retention of salt 
(and secondarily water) occurs. Water is ab- 
sorbed according to the osmotic forces ex- 
erted by the ions absorbed. In addition, cer- 
tain hormonal influences (pituitary and 
adrenal) affect absorption of water. And, if 
the foregoing delicate complicated function 
were insufficient to observe with admiration, 
one should recall that the tubules perform 
the further function of active secretion of 
certain toxic substances (Diodrast, penicillin, 
etc.). Furthermore, there is the exchange of 
hydrogen and potassium for sodium resulting 
in the maintenance of bicarbonate base at 
stubbornly constant levels in the plasma. 

If one further imagines the ever-changing 
circumstances of the environment, the varia- 
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tions of the food and fluid intake, the de- 
mands caused by maladjustments attending 
extra-renal disease processes, there is then 
still greater enhancement of an appreciation 
of the power and flexibility of the never- 
resting kidney. 

CHARLES M.D. 


PENICILLIN AS A PRESERVATIVE IN 
POLIO VACCINE 


Some months ago, on these pages, editorial] 
comment was made upon the “Inherent 
Dangers in the Use of Penicillin.” This in- 
cluded a review of some of the accumulated 
information relative to an increasing percent- 
age of the population which is becoming 
sensitized to penicillin. The editorial deplored 
the fact that so much of it was needless be- 
cause of the injudicious use of this potent 
antibiotic for conditions in which its ineffec- 
tiveness had long been recognized,—notably 
the common cold. One survey was quoted 
which found rashes reported after penicillin 
in 6 per cent of children, 11 per cent of 
physicians and 24 per cent of a group of 
lay adults. Another well documented study 
was reviewed also, in which the authors stated 
that penicillin had displaced sera as the most 
common cause of death from anaphylactic 
shock. 


Brown! has recently commented on “The 
Prevention of Anaphylactic Reactions to 
Penicillin.” He states that the incidence of 
reactions to penicillin is increasing at the 
rate of about one per cent per year, and feels 
that in an allergic person, one with a history 
of hay fever, asthma, urticaria or atopic 
eczema, and who has had one or more courses 
of penicillin treatment, the chances of anaphy- 
lactic reactions is about one in six. He stresses 
the care which should be used in skin testing 
with penicillin before injections are given 
to those previously treated with the anti- 
biotic, recommending that other agents be 
chosen if the test is positive. 

These remarks lead up to a sentence written 
in the previous editorial,—“Physicians will 
need to remember that the poliomyelitis vac- 
cine contains small amounts of penicillin.” 
The thought behind that comment implied 
the potential sensitization of a large segment 
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of the population to this antibiotic. That 
this is a possible hazard cannot be denied, 
especially in the not inconsiderable propor- 
tion of the population which is in fact, or 
potentially allergic. It seems very probable 
that some of the millions of children im- 
munized will have been sensitized to penicil- 
lin by the successive doses of the poliomyelitis 
vaccine. 


This hazard has been recognized and it is 
said by a spokesman for the National Insti- 
tute of Health that penicillin is to be re- 
placed as a preservative for the vaccine. One 
of the licensed producers of vaccine is cur- 
rently employing polymyxin and no doubt 
the others will do the same. The addition of 
neomycin would be more effective against 
contamination with gram positive organisms. 
These antibiotics, though inherently severely 
toxic, have a low sensitizing potential, and 
the minute dosage to be used in the vaccine is 
without hazard. 


Though this change to a preservative ‘other 
than penicillin will be made, the physician 
will need to remember in future years that, 
as he prepares to give a dose of penicillin, 
he must inquire not only as to previous treat- 
ment with penicillin and reactions to it, but 
also concerning immunization by the Salk 
vaccine in the days when penicillin was the 
preservative. Though the use of the skin test 
may be helpful in finding some of the in- 
stances of sensitivity to penicillin, it is far 
from infallible. The physician will need be 
prepared to meet the emergency of an anaphy- 


lactic reaction. EpIror 


HOUSTON PLANS COMPLETE 


Your October Journal, a special Houston 
Number, carried the details of the Houston 
Meeting. All wrapped up in this one issue 
were the official programs of the 20 Sections, 
the Woman's Auxiliary, and six conjoint 
societies. 


Feature articles on the meeting in the Oc- 
tober issue included an editorial by the editor, 
Dr. R. H. Kampmeier, a special President’s 
Page by Dr. R. L. Sanders, a story on 
“Houston—The Host City” by the executive 
secretary, and a second feature story on the 
Post Convention Tour to Mexico. 


The Scientific Assembly, composed of the 
20 specialty Sections including General Prac- 
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tice, will offer the physicians of the South 
a broad scientific program strongly aug- 
mented by selected scientific and technical 
exhibits. 


The Houston meeting, in addition to an 
excellent scientific program, will be replete 
with opportunities for meeting old and new 
friends. Social affairs galore, including 15 
alumni and fraternity reunions, the formal 
Past Presidents’ Dinner, a dozen Section din- 
ners and luncheons, the special parties of the 
Women Physicians and the Auxiliary—all 
add up to further accent the friendliness, the 
esprit de corps, and the genuine good fellow- 
ship so uniquely characteristic of a Southern 
meeting. 


A few things new have been added, too. 
For the first time, a special Geriatrics Sym- 
posium will be presented. Moderated by Dr. 
A. Clayton McCarty, an impressive list of 
physicians will discuss various medical and 
surgical problems of the older age group. 
The distinguished guest speaker will be Dr. 
Edward Henderson, Montclair, New Jersey, 
editor-in-chief, Journal of the American 
Geriatric Society. 


Then, there’s the “Flying Physicians” group 
who are organizing a special flight to Hous- 
ton, with a luncheon get-together scheduled 
for Tuesday at The Shamrock. The Southern 
branch of the Flying Physicians Association 
is being organized by Dr. Sam Sullenberger 
of Dandridge, Tennessee, who is also vice- 
president of the National “Flying Docs” 
group. 

And, for the first time, the great Texas 
Medical Center—a one hundred million dol- 
lar facility—will be open to those attending 
the meeting. Special guided tours of the Cen- 
ter have been planned by Dr. Fred Elliott, 
director. 


For those taking the official tour to Mexico, 
still more good things are in store. Your 
executive secretary has just returned from 
Mexico City where arrangements were com- 
pleted for tour physicians to get a good look 
at Mexican Medicine. 


Tours of the following medical facilities 
were planned: School of Medicine, National 
University, Dr. Raoul Fournier, Dean and 
Host; Hospital Jesus (first hospital on the 
continent) Dr. Guillermo Montafio, Patholo- 
gist and Host; Hospital for Nutritional Dis- 
eases, Dr. Salvador Zubiran, director and 
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host; Children’s Hospital, Dr. Federico Go- 
mez, director and host; and the Institute of 
Cardiology, Dr. Ignacio Chavez, director and 
host. 


Other prominent Mexican physicians who 
attended the planning dinner meeting and 
who join the above hosts in extending a warm 
welcome are: Dr. Trois E. Johnson, Chief 
HW&H Field Party, Office of Technical Co- 
operation, American Embassy—general chair- 
man; Dr. Carlos Diaz Coller, Cooperative 
Mexico—U. S. Health Program, American 
Embassy—assistant general chairman; Dr. 
Manuel E. Pesqueira, Under-Secretary of 
Health; Dr. Ramiro Moreno, president of the 
National College of Physicians; and Dr. Jose 
Manuel Ugalde, medical director of the Social 
Security Institute. 


To all these educational and social func- 
tions will be added the special flavor and 
spice of Houston Hospitality—Texas Style! 
The physicians of Harris County and their 
wives have gone all out to give you a warm 
welcome. And Houston, a fabulous city, has 
rolled out the red carpet and is expecting 
you. 

V. O. FosTer 
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Resection of Sympathetic Ganglia and Trunks 
In Chronic “Infectious” Arthritis* 


“Resection of lumbar sympathetic ganglia and 
trunks for the relief of so called chronic infectious 
arthritis (rheumatoid arthritis, arthritis deformans) 
of the lower extremities was first employed in June, 
1926. The operation was performed by Adson at the 
request of Rowntree. To date, 18 bilateral 
operations . . . have been performed on 17 patients. 

“One patient underwent both cervical and lumbar 
procedures. Of these, 15 operations concerned the 
lumbar, and three the cervicothoracic sytapathetic 
apparatus. Although this represents a fairly consider- 
able experience, the number of cases is too small and 
the time elapsed too short to permit of other than 
tentative opinions regarding the selection of patients 
for the procedure, its indications, its contraindica- 
tions and its results... . 

“If all 17 cases are considered, in six, chrondro- 
osseous changes were definite or advanced, as indi- 
cated by roentgenologic evidence. In not a single 
instance was recovery complete in this group. In 
our opinion, the relief from pain, however, justified 
the procedure in most instances. Considerable im- 
provement was noted in five. Of the 11 cases of the 
periarticular type, marked improvement was seen in 
nine. In fact, six of these have had but little pain 
in the extremities since operation, and in all except 
two the improvement has been marked... . 

“Selection of our first patient was founded chiefly 
on the presence of neurocirculatory changes in the 
extremities and long-standing chronic arthritis which 
apparently was unresponsive to the usual methods 
of treatment. There were no gross bony alterations 
in the joints. The hands and feet were cold and 
clammy as well as swollen and painful. Because of 
the warming up of the extremities after resection of 
sympathetic ganglia and trunks in Raynaud’s disease, 
it seemed reasonable to expect a similar result in 
the cold extermities of patients with arthritis, and it 
was hoped that with the additional warmth, pain 
would cease. The selection of the first patient seems 
justified. 

“In selecting patients with chronic infectious arth- 
ritis for resection of cervical sympathetic ganglia and 
trunks, six requisites have been adopted up to the 
present time. 


*Rowntree, L. G., Adson, A. W., and Hench, P. S.: Pre- 
liminary Results of Resection of Sympathetic Ganglia and 
Trunks in Seventeen Cases of Chronic ‘Infectious’ Arthritis, 
Ann. Int. Med. 4:447, 1930. 


“1. The arthritis should be chiefly pariarticular 
in type, with little, if any, bony alterations (destruc- 
tion or hypertrophy) except atrophy. . . . 

“2. The patients should present neurocirculatory 
changes. .. . 

“3. The circulatory deficiencies must be capable 
of correction. . . . The possibility of such correction 
can be demonstrated by the “vasomotor index” 
(Brown); a definite increase of the cutaneous tem- 
perature of the extremities perhaps three to five 
times greater than the increase of the temperature 
of the mouth after typhoid vaccine (50,000,000 bac- 
teria) has been given intravenously. 

“4. The patient should be, preferably, aged less 
than 35 years, and not more than 40 or 45 years. 

“5. The arthritis should have been progressive and 
the main disability should be confined to the ex- 
tremities, particularly to the hands and feet. 


“6. A reasonable period, probably a minimum of 
six months, of intensive, systematic treatment by the 
more established, less radical procedures should have 
been allowed. .. . 


Comment 


“The nature of the circulatory alterations in arth 
ritis—Unfortunately, the nature of the circulatory 
changes ingarthritis is not definitely known. Hence, 
it would be unwise to make assumptions concerning 
them. 


. . . we do not understand the nature of the 
derangement of the circulation or the part that the 
nervous system plays in these changes. The known 
facts are as follows: prior to operation the hands 
and feet are cold and clammy and bathed in sweat. 
. . . Mottling and cyanosis of the skin of the hands 
and feet are common... . 


“After resection of sympathetic ganglia and trunks, 
the following changes are noted: the hands and feet 
become warm, pink and dry. The temperature in- 
creases anywhere from 5 to 10° C, Sweating ceases. 
Pain decreases immediately and in some _ instances 
disappears almost completely; disappearance is earliest 
in the periphery of the extremities, and later, to a 
lesser degree, in the more proximal joints. . . . 


. . . there is an arteriolar constriction, with 
peripheral dilatation of the capillaries. This constric- 
tion ceases after resection of sympathetic ganglia and 
trunks and permits a more rapid and normal flow 
of blood, with increased tonus in the walls of the 
capillaries. For the time being, at least, we will refer 
to these changes simply as “neurocirculatory” with- 
out any attempt to explain them. 


“Until more is known, we wish to advocate the 
employment of resection of sympathetic ganglia and 
trunks only in the periarticular form of arthritis that 
has been described and especially in cases in which 
the chief disability is in the peripheral parts of the 
extremities, and generally in cases in which tHere 
are neurocirculatory phenomena.” 
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Progress in Allergy 


By various contributors. Edited by Paul Kallds, 

Helsingborg, Sweden. Volume IV. 520 pages, with 

tables. Boston and Toronto: Little, Brown and Com- 

pany, 1955. Price $20.00. 

In the fourth volume as in the three preceding, 
Dr. Kallés has collected a series of monographs by 
outstanding investigators, each writing extensively on 
his contributions, and each furnishing an extensive 
bibliography. The subjects in the current volume 
range from pathology, through biochemistry, the bio- 
synthesis of adrenal steroids, intermediary metabolism, 
the mechanisms of action of adrenocortical hormones, 
to experimental asthma and the role of fungus spores 
in allergic disorders. 


As in previous volumes no effort is made to touch 
on all phases of allergy. Dr. Kallés, in an introductory 
chapter, previews the succeeding papers and helps 
to orient the reader as well as show how the work 
of each author fits into and supplements our present 
knowledge. 

Milton Bohrod reviews the histology of inflamma- 
tory lesions and emphasizes the fact that, “the number 
of stimuli which can elicit inflammatory responses is 
legion, while the types of reactions are limited.” A 
classification of allergic and related lesions is given, 
and their characteristics discussed. A section on granu- 
lomas is quite stimulating. 

R. L. Mayer traces the aromatic amines and nitro 
compounds through their various transformations by 
oxidation or reduction, and explains why a person 
sensitized to one material, may be sensitive to a 
seemingly unrelated chemical substance. The wide 
usage of these compounds as foods, medicines and in 
industry is brought out. 


Sidney Raffel of Stanford University discusses the 
delayed type of hypersensitivity reaction, and suggests 
that a lipoid substance may be the responsible factor. 

Gregory Pincus gives the basis for present ideas 
concerning the biosynthesis of adrenal steroids. 

Frank L. Engel reviews the role of the anterior 
pituitary and adrenal cortex in intermediary metab- 
olism. 

Thomas Dougherty assembles the evidence relating 
to the anti-anaphylactic, antiphlogistic and antibody 
suppressing action of the adrenocortical hormones. 

Noelpp-Eschenhagen and Noelpp explain the details 
of their thoraco-abdomino-motography technic for the 
study of experimental asthma and summarize their 
observations. 


In a final chapter Kate Maunsell gives her ideas 
of the role of fungus spores in respiratory allergy 
and outlines a classification and technic of study. 

From the above it is obvious that this is not a 
book which will interest the busy general practitioner 
with only a casual interest in the allergic diseases. 
On the other hand it can be recommended to anyone 
interested in investigation in any of the fields related 


to allergy, and should be of distinct value to the 
allergist who trys to understand the phenomena which 
he sees daily. 


The Bacterial Factor in Traumatic Shock 


A Monograph in American Lectures in Circulation. 
By Jacob Fine, M.D., Department of Surgery, Beth 
Israel Hospital, Harvard Medical School, Boston. 
Edited by Irvine H. Page, M.D. and A. C. Corcoran, 
M.D., Cleveland Clinic, Cleveland, Ohio. Publication 
Number 219, American Lecture Series. 71 pages, 
illustrated. Springfield, Ilinois: Charles C. ‘Thomas, 
Publisher, 1954. Price $2.75. 


This monograph has as its background the ex- 
perience of a group of investigators over a period 
of 10 years in the study of traumatic shock. The 
author has been one of the senior collaborators in 
the extensive experimental work carried on by the 
group throughout that period. The primary concern 
of this monograph is with the cause of irreversibility 
in traumatic shock. The various theories which are 
considered under separate chapter headings are: In- 
creased capillary permeability, fluid and electrolyte 
imbalance, functional failure of vital organs, toxins 
of endogenous origin, exogenous toxins, and finally 
the bacterial factor. The point is made clearly that 
although increased capillary permeability and fluid 
and electrolyte imbalances may be a part of the 
picture of traumatic shock, they are not directly re- 
lated to irreversibility. 


The evidence concerning the functional failures of 
various vital organs and their direct relationship to 
the development of irreversibiilty is considered. Much 
of this work has originated from the group of inves- 
tigators with which the author is associated. All organs 
are excluded from a direct relationship with the ex- 
ception of the liver. Some questions are raised as to 
the validity of the theory of circulating endogenous 
toxins; in particular the interrelationship between 
vaso-exciter and vasodepressor substances. The effect 
of various narcotics on traumatic shock is considered. 
The evidence of this group of investigators concerning 
the elaboration of bacterial toxins in traumatic shock 
is then presented in some detail. A large number of 
experiments on dogs subjected to controlled bleeding 
are presented. The evidence for a close relationship 
between circulating bacterial toxins and irreversibility 
in traumatic shock in these experimental subjects is 
strong. Resistance to bacterial growth was demon- 
strated to be low following traumatic shock. Further- 
more, the development of irreversible shock could be 
greatly modified in a favorable direction by the 
prophylactic administration of antibiotics. 


The author does not presume to assert that periph- 
eral vascular collapse persisting in the absence 


of a fluid volume deficit is always due to bacterial 
toxins. He does, however, make a strong case for the 
consideration of the bacterial factor in the manage- 
ment of hemorrhagenic shock, and possibly shock 
produced by any agent. The author’s presentation 
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is clear. The bibliography, though not extensive, is 
up to date. This monograph can be highly recom- 
mended to anyone interested in the study or treat- 
ment of traumatic shock. 


Lectures on the Scientific Basis of Medicine 

Volume III, 1953-54. British Postgraduate Medical 

Federation. 398 pages. New York: John de Graff, 

Inc. 1955. Price $6.00. 

This series of lectures includes an excellent selection 
of topics all of which interpret disease processes and 
their treatment in terms of basic biochemical, physio- 
logical or pharmacological principles. This book will 
be equally valuable to the clinician and to the basic 
science teacher. Medical students wishing to obtain 
a clear concise presentation of the application of basic 
scientific principles to the management or the under- 
standing of disease will also enjoy this monograph. It 
includes lectures on the following topics: science and 
history, biological synthesis, the genetics of some bio- 
chemical abnormalities, tissue repair, the supporting 
system and its disorders, hemispherectomy and the lo- 
calization of function, anticholinesterases, acetylcholine 
and the maintenance of the cardiac rhythm, the growth 
hormone of the anterior pituitary gland, stress and 
thyroid activity, the physiological actions of the sex 
hormones, acid and alkaline phosphatase in disease, 
body water control, reactions to bacterial invasion, anti- 
viral immunity, the action of bacterial enzymes on im- 
munizing antigens, causes of failure in antibiotic 
therapy, antimalarial drugs, chemotherapy of cancer, 
the scientific approach to dermatology, experimental 
psychopathology. 


Systemic Associations and Treatment of Skin Diseases 
By Kurt Wiener, M.D., Dermatologist, Mount Sinai 
Hospital, Deaconess Hospital, St. Michael’s Hospital, 
Milwaukee. 556 pages, with 90 text illustrations. St. 
Louis: The C. V. Mosby Company, 1955. Price 
$17.00. 
Dr. Weiner’s previous book, ‘Skin Manifestations of 
Internal Disorders,” has been well received and has 
proven to be a very useful volume. 


The first book dealt with skin changes which ac- 
company systemic diseases. The present volume em- 
phasizes the systematic phenomena associated with skin 
disturbances. Both books emphasize the inseparable 
relationship between dermatology and general medi- 
cine. 


“Systemic Associations and Treatment of Skin Dis- 
eases” is readable and impressively documented, there 
being 2,759 references to pertinent literature. The fine 
and complete reference list probably constitutes the 
strongest point of the volume. 

The question might be asked why such a subject as 
the lipid disturbance is so briefly treated in this 
treatise. The author states that this subject was cover- 
ed in the previous book, which is true to a certain 
extent, but even in the other volume complete coverage 
of this complex and important topic is hardly defin- 
itive. 

One wonders if the chapter on unorthodox measures 
of treatment contributes much to the fund of accepted 
and proven knowledge except to focus attention on 
various fads which have been supported and popular 
at times. 
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This book is a worthwhile possession for every in- 
ternist, dermatologist, and library. 


Communicable Diseases 


By Franklin H. Top, M.D., Professor and Head, De- 
partment of Hygiene and Preventive Medicine and 
Director, University Department of Health, State 
University of Iowa. 1208 pages, 109 Text illustrations 
and 15 color plates. 3rd Ed. St. Louis: The C. V. 
Mosby Company, 1955. Price $18.50. 


Dr. Top has completely revised his book and has 
called on authorities in each field covered to make 
this book a credit to his good judgment. 

He has included for description and discussion an 
extraordinarily large group of communicable diseases 
classifying them according to portals of entry. The 
book is especially valuable because the term ‘“com- 
municable” has been so broadly interpreted that no 
limitation has been set with regard to transmitting 
vector. For example, not only have ordinary infec- 
tions of childhood been covered, but also hookworm 
disease, malaria, and the rickettsiae. There are fifteen 
color plates. 


Two important assets to the book are excellent up 
to date bibliographies and a thorough discussion of 
general and specific principles of infection, immunity, 
preventive measures and the uses of chemotherapy and 
antibiotics. 

This is a valuable book, worth its price as a text 
and reference. 


Textbook of the Rheumatic Diseases 


Edited by W. S. C. Copeman, O.B.E., M.D., F.R.C.P., 
Senior Physician, Arthur Stanley Institute for Rheu- 
matic Diseases, Middlesex Hospital; Physician in 
Charge of Department of Rheumatic Diseases, West 
London Hospital. Chairman, Empire Rheumatism 
Council, and Late President, European League 
Against Rheumatism. Second Edition. 717 pages. 
464 Illustrations. Baltimore: Williams and Wilkins 
Co., 1955. Price $11.00. 


This rather large volume and complete review on 
the Rheumatic Diseases represents the views and teach- 
ings of twenty-six clinicians, no doubt outstanding stu- 
dents of these diseases in Great Britain. It represents 
thus the viewpoints relative to this group of diseases 
in that Country. 


The diseases included are the usual,—rheumatic fever, 
non-articular syndromes (bursitis, fibrositis, myalgia, 
etc.), gout and the chronic arthritides of rheumatoid 
and osteo-arthritic type and the collagen diseases. Con- 
sideration is given to historical aspects, pain, anatomy 
and physiology of joints, the adrenal hormones and 
then the usual etiologic, clinical and therapeutic and 
psychiatric aspects of the Rheumatic Diseases. The il- 
lustrations are good, including excellent reproductions 
of x-ray films. 

Other than on minor points, the thinking of the 
British clinicians, as is to be anticipated, is similar 
to the views held in American medicine. The re- 


viewer is much more enthusiastic in recommending 
this reprint of foreign origin than some others he has 
reviewed. The reader will find this book a very satis- 
factory reference book on the Rheumatic Diseases. 
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9 for daytime sec ation... 


or a good night's sleep 


WAR 


AVERAGE DOSAGE: 


As @ Daytime Sedative- 0.25 Gm. t.i.d. or q.i.d. (after meais) 
Ae a Hypnotic- 0.5 Gm. at bedtime 


SUPPLY: Tablets (scored), 0.25 Gm. and 0.5 Gm. 


MEDICAL HORIZONS | Monday 


‘Ses 
4 
J 
4 
a 
2 


58 SOUTHERN MEDICAL JOURNAL 


Continued from page 1254 


the speakers at the recent meeting of the International 
College of Surgeons held at Geneva, Switzerland. 

Dr. James G. Wilson, professor of anatomy at the 
University of Cincinnati, has been chosen to head the 
anatomy department of the College of Medicine of 
the University of Florida. His appointment became 
effective September 1. 

Dr. Herman K. Moore, Key West, has returned from 
Vienna, Austria, where he took a postgraduate course 
in surgery at the University of Vienna. 

Dr. Anthony C. Galluccio, Hollywood, went abroad 
late in June where he was scheduled to attend a medi- 
cal meeting in Paris. 

Dr. Robert C. Piper, Miami, has returned from 
Chicago where he recently completed a postgradaute 
course. 


GEORGIA 


The Atlanta Radiological Society has recently elected 
the following officers: Dr. H. Stephen Weens, presi- 
dent, Dr. Ernest G. Smith, Jr., vice-president, and Dr. 
Charles M. Silverstein, secretary-treasurer. 

Dr. Gerald R. Sutterfield, Atlanta, has been certified 
by the American Board of Obstetrics and Gynecology. 

The Grady County Medical Society has recently 
elected the following new officers: Dr. C. K. Single- 
ton, Cairo, president, and Dr. John A. Ferrence, Whig- 
ham, secretary-treasurer. 

On September 29, the Wilkes County Medical So- 
ciety celebrated its fiftieth anniversary. The meeting 
took place at the Washington Country Club. Dr. 
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Harry Harper, Augusta, presented the scientific pro- 
gram. 


Dr. D. B. Edwards, Ellabelle, has returned to his 
practice after undergoing surgery in Savannah. Dr. 
Edwards spent several weeks in Savannah convalescing 
from the operation and returned to his home in Ella- 
belle the latter part of July. 


Dr. David A. McGoldrick, Savannah, has been 
named to serve on the Chatham County Board of 
Education. Dr. McGoldrick will fill an unexpired 
term ending December 31, 1957. 

Six Savannah physicians participating in the 
prenatal clinic at St. Joseph’s Hospital presented the 
hospital with a full scholarship for a student nurse 
for the three year term. 


Dr. W. P. Smith, Bowdon, recently celebrated 
his 89th birthday with a family dinner at his 
home. On this occasion he was written up in the 
Bowdon Bulletin and the Atlanta Constitution. 

Dr. James K. Fancher, Atlanta, left on August 19th 
for Europe. He will spend six weeks traveling in 
England and France and attending medical meetings 
in Vienna, Austria, and Genoa, Italy. 


Dr. Virginia Hamilton Maley, Gainesville, was re- 
cently the subject of a feature article in the Atlanta 
Constitution which told of the work that she is doing 
with the Hall County Health Office. Dr. Maley, pub- 
lic health officer for Hall County for the past five 
years, gave up general medical practice to become one 
of two women health officers in Georgia. 


Continued on page 68 


Patients on “Premarin” 
therapy experience prompt 
relief of menopausal symptoms 
and a highly gratifying 
“sense of well-being.” 


“Premarin” —Conjugated Estrogens lequiadl 
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Brand of Bromaleate, Brayten 


NEO Broth, the first preparation devel- 
oped specifically for treatment of pre- 
menstrual tension, continues to be found 
the most satisfactory therapeutic agent 
in this condition. 

Bickers found that “abnormal water 
storage can be blocked or eliminated and 
clinical relief of symptoms obtained in 
most patients...”! with NEO BRoMTH. 

Greenblatt recently stated: ‘Clinically, 
we share Bickers’ enthusiasm for this drug 
in the management of premenstrual ten- 
sion, especially where there is associated 
edema.””? 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennesser 


NEO BRoMTH is non-toxic, non-hormonal 
therapy and contains no ammonium chlo- 
ride. Each 80 mg. tablet contains 50 mg. 
of pamabrom (2-amino-2-methy]-1- 
propanol 8 bromo-theophyllinate) and 30 
mg. of pyrilamine maleate. 

Dosage: 2 tablets twice daily (morning 
& night) beginning at onset of symptoms 
—usually 5 to 7 days before menses. 
Discontinue at onset of flow. Supplied in 
bottles of 100 tablets on prescription only. 


1. Bickers, W.: Southern M.J., 46:873, Sept., 1953 
2. Greenblatt, R.: GP, 11:66, March, 1955 
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AMA is Local and National WM<A is International 


Dey speak or 


Just as the American Medical Association has fought socialized medicine on the Ameri- 
can scene, so the World Medical Association has blocked the efforts of the International 
Labor Organization to introduce socialized medicine on a worldwide scale. 

WMA is also actively engaged in REPRESENTING YOUR INTERESTS by conducting surveys 
and taking part in discussions and decisions on such vital issues as: 


—standards of medical education 
—the effect of social security on medical practice 
—the status and distribution of hospitals 
—medical manpower 
—requirements for practice 
—the adoption of a Universal International Code of Medical Ethics 


WMA has also cooperated with the International Red Cross, the World Health Organ- 
ization and similar groups in: 


—giving assistance to underdeveloped countries 
—-the distribution of scientific, social and economic medical information 


—holding forums for the discusson of international medical affairs 
—calling the First World Conference on Medical Education 


you cant afford to be oul of a | swith an organization 
that represents you in vital matters 


JOIN NOW 
what affects world medicine affects you 


WMA is Approved by the American Medical Association 


Dr. Louis H. Bauer, Secretary-Treasurer 


U. S. Committee, Inc., World Medical Association 
345 East 46th Street, New York 17, New York. 


I desire to become an individual member of the World Medical Association, United States 
Committee, Inc., and enclose a check for $ 


See —$ 10.00 a year 
eer —$500.00 (No further assessments) 


Sponsoring Member—$100.00 or more per year 


, my subscription as a: 


Signature_ 


Address____ 


(Contributions are deductible for income tax purposes) 
Make checks payable to the U. S. Commitree, WorLD MEDICAL ASSOCIATION 


this your only voice in 


VOLUME 48 SOUTHERN MEDICAL JOURNAL 61 4 


a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS asim 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 


®@ Cherry flavored .. . pleasant and easy to take. 


@ Xylocaine Viscous has proved valuable in the 
**dumping" syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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RESTORE 
TRANQUILLITY 


GASTROINTESTINAL 
GENERAL SEDATION — with 
PHENOBARBITAL 


‘TRICOLOID’ or ‘TRICOLOID’ with Phenobarbital is indicated, 
according to the degree of emotional tension which accompanies the 
symptoms, for the medical management of: 


“lower bowel syndrome,” 
nervous indigestion, 
functional gastroenteritis, 
peptic ulcer 


“*TRICOLOID’ brand Tricyclamol 50 mg. Sugar-coated tablets 


‘TRICOLOID’ brand Tricyclamol 50 mg. with Phenobarbital 16 mg. (gr. %) 
Sugar-coated tablets 


Both products in bottles of 100 and 1,000 . 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe. New York 


al 
: 


All of them are 
included in 

the more than 
30 crganisms 
susceptible to 
broad-spectrum 


Upjohn 
ELECTRON 
MICROGRAPHS 


H. influenzae (16,000 X) 


HTRADEMARK. 


+ 


100 mg. 2 cc. injection, intrar ee 


REG, U.S, PAT, OFF. — THE UPJOHN BRAND OF TETRACYCLINE 
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Wyeth 


® 
Philadelphia, Pa. 


INDICATIONS: 


Beta-hemolytic streptococci: Diseases of the respiratory tract, meningitis, 
erysipelas, cellulitis, rheumatic fever (both 
onset and recurrence) 


Pneumococci: Pneumonia, meningitis 
Staphylococci: Often implicated in diseases of the meninges, 
lungs, bone, endocardium, skin 

Gonococci: Diseases of the eye, urethra, joints 
Pseudomonas aeruginosa 

and Escherichia coli: Diseases of the urinary tract 
Haemophilus influenzae: Laryngotracheobronchitis, pneumonia 
Shigella, Salmonella, and 

coliform organisms: Causing certain types of bacillary enteritis 


In both the mixed and the undiagnosed infection, BICILLIN- 
SuLFAsS broadens your therapeutic resources. It offers two kinds 
of antibacterial action—antibiotie and chemotherapeutic. To- 
gether, the two mechanisms provide decisive control over a wide 
range of gram-positive and gram-negative infections. BICILLIN- 
SULFAS combines BICILLIN, the penicillin that ensures its own 
absorption, and SULFOSE®, the triple sulfonamide for maximal 
action and renal safety. 


Supplied: Tablets BictLLIN-SuLFas, bottles of 36. Suspension 
BICILLIN-SULFAS, bottles of 2 and 3 fi. oz. Each tablet and each 
5-cc. teaspoonful contains 150,000 units of BICILLIN and 0.167 
gm. each of sulfadiazine, sulfamerazine, and sulfamethazine. 


TABLETS SUSPENSION 


BICILLIN-SULFAS 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) and Triple Sulfonamides 
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TO THE 50,000 PHYSICIANS DOING CERVIX CONIZATION IN OFFICE AND HOSPITAL 
announcing the 
new Birtcher 


SURGICAL PISTOL 


for electro-surgical 
cervix conization 


2 Welch-Allen #3 
lamps give a perfect ™ 
ly illuminated field. 


Over 360° uninter- 
rupted rotation with 
each pull of the 
trigger. 


Comfortable grip for 
completely stable 
one-hand operation. 


Operates with any make or model of 
short-wave diathermy or electro-surgical 
machine providing a cutting current. 


The Birtcher Surgical Pistol for cervix conization offers surgical accuracy, less operating 
time with less strain on surgeon and patient. Since the Pistol is operated with one hand, 
the other is left free for other instrumentation. Because of the delicate touch of the 
instrument, the surgeon retains his surgical “feel.” The greater stability and control 
results in smooth, uniform excisions with no ragged tissue as a possible site for post- 
operative infection. Two built-in lights give a perfectly illuminated field and are located 
where they cannot interfere with the surgeon’s view. 
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THE BIRTCHER CORPORATION 
LOS ANGELES 32, CALIFORNIA 
Send me literature on the new Birtcher Surgical Pistol 
for Cervix Conization and Cervix Conization reprints. 

SMJ-10 


No. 756 Birtcher Surgical Pistol Set complete 
with 2 lamps, 4 Hawkins Electrodes and con- 
necting cord is priced at $65.00. 

When ordering, specify make and model of 
electro-surgical unit or short wave diathermy. 


2 excellent up-to-date reprints on cervix con- 
ization, along with descriptive literature on 
the Pistol and electrodes, will be sent on 
request. 


ZONE. STATE. 
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3 TYPES OF PERSISTENT PAIN 


with psychic side effects 


As the conditions that cause these types of pain persist, 
the patient becomes more and more preoccupied with his 
pain. The depression, nervous tension and anxiety that 
nearly always accompany such pain combine to intensify 
and prolong it. 

‘Daprisal’ relieves these psychic aspects of pain because 
it provides the mood-ameliorating effect of Dexamyl* 
(Dexedrine+ and amobarbital). It brings about a feeling 
of energy and well-being, and restores optimism. 
‘Daprisal’ works to relieve the pain itself because it pro- 
vides the combined analgesic effect of acetylsalicylic acid 
and phenacetin, potentiated by amobarbital. 


DAPRISAL* 


for the relief of pain and psychic side effects of pain 
Smith, Kline & French Laboratories, Philadelphia 1 


FORMULA: Each ‘Daprisal’ tablet contains ‘Dexedrine’ 
Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; amo- 
barbital, 4% gr. (32 mg.); acetylsalicylic acid, 24% gr. 
(0.16 Gm.); phenacetin, 2% gr. (0.16 Gm.). 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Dr. John W. Mauldin, Lawrenceville, has been re- 
elected chairman of the State Medical Education Board 
in Georgia. This board administers educational 
scholarships to medical schools for qualified applicants 
who agree to practice up to five years in rural com- 
munities in Georgia when they become doctors. 

The director of the state crime laboratory has ap- 
pointed seven Augusta physicians as medical examiners 
for Richmond County. The seven include Drs. A. W. 
Balley, D. Marion Silver, E. V. Hastings, L. D. Stod- 
dard, A. B. Chandler, D. F. Mullins, Jr., and Edgar 
R. Pund. 


The University Hospital, Augusta, has named the 
following new staff officers: Dr. Robert C. McGahee, 
president, Dr. George B. Wright, vice-president, Dr. 
Pomeroy Nichols, secretary, and Dr. Victor Roule, 
member of the credentials committee. 

Dr. Robert Grier Stephens, Washington, was the sub- 
ject of a recent feature article in the Washington News 
Reporter. Dr. Stephens has twice served as president 
of the Wilkes County Medical Society and six times 
as secretary and treasurer. 


LOUISIANA 


Dr. Lawrence Peters recently joined the faculty of 
the University of Kansas School of Medicine, Kansas 
City, as chairman of the Department of Pharmacology, 
leaving a similar position in the Tulane University 
School of Medicine, New Orleans. 


NOVEMBER 1955 


Six short continuation courses will be offered by the 
division of graduate medicine of the Tulane Univer- 
sity School of Medicine during the 1955-56 school year. 
The courses are: November 17-18—Radiologic Con- 
sideration of Pulmonary, Urological and Bone Dis- 
eases, with Dr. Joseph N. Ane, professor of radiology 
in the Tulane School of Medicine, chairman of the 
course. December 5-9—Ocular Pathology, with Dr. 
James H. Allen, professor and chairman of the De- 
partment of Ophthalmology, chairman of the course. 
This course is limited to 12 registrants. January 
16-21—Fluid and Electrolyte Balance, with Dr. George 
E. Burch, professor and chairman of the department of 
Medicine, chairman of the course. February 27-March 
3—Pediatric Neurology, with Dr. Ralph V. Platou, pro- 
fessor and chairman of the Department of Pediatrics, 
chairman of the course. April 12-13—Industrial Med- 
icine, with Dr. Waldo L. Treuting, acting chairman 
of the Department of Tropical Medicine and Public 
Health, chairman of the course. For further informa- 
tion about any of these courses, applicants should 
write to: Division of Graduate Medicine, 1430 Tulane 
\venue, New Orleans 12, La. 


MARYLAND 


Dr. Perry Franklin Prather, Deputy Director of 
Health of Maryland, has succeeded Dr. Robert H. 
Riley as Maryland’s Director of Health as announced 
on July 29 by the Maryland State Board of Health. 


Dr. Robert E. Farber, Baltimore became District 


Continued on page 70 


EYE, EAR, NOSE and THROAT 


\ combined full-time course covering an academic year 
(9 months). It consists of attendance at clinics, witness- 
ing operations, lectures, demonstrations of cases and 
cadaver demonstrations; operative eve, ear, nose and 
throat on the cadaver; head and neck dissection 
(cadaver); clinical and cadaver demonstration in 
branchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology; bacteriology; 
embryology; physiology, meuro-anatomy; anesthesia; 
physical medicine; allergy; examination of patients pre- 
operatively and follow-up post-operatively in the wards 
and clinics. Also refresher courses (3 months). 


OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; 
operative obstetrics (manikin). In Gynecology: lectures; 
touch clinics; witnessing operations; examination of 
patients pre-operatively; follow-up in the wards post- 
operatively. Obstetrical and gynecological pathology. 
Anesthesia. Attendance at conferences in obstetrics and 
gynecology. Operative gynecology on the cadaver. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


CORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institute in America) 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and 
treatment; witnessing operations; ward rounds, dem- 
onstration of cases; pathology; radiology; anatomy; 
operative proctology on the cadaver; attendance at de- 
partmental and general conferences. 


UROLOGY 


A combined full-time course covering an academic year 
(8 months). It comprises instruction in pharmacology; 
physiology; embryology; biochemistry; bacteriology and 
pathology; practical work in surgical anatomy and uro- 
iogical operative procedures on the cadaver; regional 
and general anesthesia (cadaver); office gynecology; 
proctological diagnosis; the use of the ophthalmoscope; 
physical diagnosis; roentgenological interpretation; elec- 
trocardiographic interpretation; dematology and syph- 
ilology; neurology; physical medicine; continuous in- 
struction in cystoendoscopic diagnosis and operative 
instrumental manipulation; operative surgical clinics; 
demonstrations in the operative instrumental manage- 
ment of bladder tumors and other vesical lesions as 
well as endoscopic prostatic resection; attendance at 
departmental and general conferences. 
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non-narcotic 
cough 
specific 


Avoids habit formation, 
addiction; does not cause 
drowsiness, nausea, or 
constipation; yet 10 mg is 
equal to 15 mg codeine 
in cough suppressant 
effect. Tablets, 10 mg; 
syrup, 10 mg/4 cc. 


ROMILAR 
EXPECTORANT 


Provides 15 mg Romilar, 90 mg 


of ammonium chloride per 


+ 


poonful, in a pleasing citrus 
flavored vehicle which effectively 


masks the taste of NH,Cl. 


Romilar ® Hydrobromide—brand of 
dextromethorphan hydrobromide 


Hoffmann-La Roche Inc 


Nutley, New Jersey 
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The lazy liver 


An underproduction of bile may con- 
tribute to a number of pathological condi- 
tions including cholecystitis, cholelithiasis, 
jaundice, passive congestion of the liver, 
cirrhosis, intestinal indigestion and habitual 
constipation. 

There is no more effective choleretic and 
cholagogue than CHOLOGESTIN, also 
available in tablet form (TABLOGESTIN). 
This medication contains salicylated bile 
salts 9 gr., pancreatin 10 gr. and sodium bi- 
carbonate 10 gr. per fluid ounce, in a palat- 
able carminative vehicle with 15% alcohol. 

CHOLOGESTIN is prescribed in a dosage of 
1 tablespoonful in cold water after meals. Three 
tablets of TABLOGESTIN are equivalent to 1 
tablespoonful of CHOLOGESTIN. 


‘LHOLOGESTIN 


wo 
-PABLOGESTIN 


F. H. STRONG COMPANY 


112 W. 42nd Street. New York 36,N.Y. SM-I1 
| Please send me free sample of TABLOGESTIN together with ' 
literature on CHOLOGESTIN. 
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Health Officer for the southern Health District on the 
City Health Department staff on July 1. 

Dr. John D. Young, Jr., has been appointed professor 
of urological surgery at the University of Maryland 
School of Medicine. Dr. Young is filling the vacancy 
created by the retirement of Dr. W. Houston Toulson. 

Dr. Edward B. Truitt has been appointed associate 
professor in the Department of Pharmacology. Dr. 
Truitt was successively a Markle Fellow in Pharmacol- 
ogy and the American Foundation for Pharmaceutical 
Education Fellow while at the University of Maryland. 
Dr. Truitt is a graduate of Virginia Polytechnic Insti- 
tute, the Medical College of Virginia, and the Uni- 
versity of Maryland. 

Dr. Deitrich C. Smith, professor of physiology, has 
been elevated to Associate Dean, in charge of student 
affairs, and Dr. Frederick P. Ferguson, associate pro- 
fessor of the department, has been promoted to the 
rank of full professor. 

Dr. Robert William Buxton, formerly associate pro- 
fessor of surgery at the University of Michigan, has 
been appointed Professor and Chairman of the Uni- 
versity of Maryland’s School of Medicine, Department 
of Surgery. 


MISSOURI 


Dr. Daniel L. Sexton, St. Louis, second vice-president 
of the Southern Medical Association and nationally 
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Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 
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Upjohn 
ELECTRON 
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PANMYCIN: 
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§ 
susceptible to ng. capsules * 125mg. and 
broad-spectrum suspension (PANMYCIN Readimixed) 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


For Beginning Head Colds— 
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known internist has been honored as a recipient of the 
1955 Distinguished Service Award given by the Mis- 
sissippi Valley Medical Society. Dr. Sexton is associate 
professor of medicine, St. Louis University, and has 
been active for many years in post-graduate medical 
education. The Distinguished Service Award is given 
annually to a member of the Society “who has rendered 
unusual and distinguished service to the medical pro- 
fession.” 


Dr. L. D. Greene, Richmond, was honored recently 
with a dinner on the occasion of his 88th birthday. 

Dr. John Killion, Portageville accepted a professor- 
ship in the student health department of the San 
Diego, California State College and began his duties 
there in August. 

Dr. R. L. Laney, Webb City, resigned last July 1 as 
superintendent of the Jasper County Tuberculosis Hos- 
pital. He is succeeded by Dr. George Hobbs. 

A public reception, which more than 400 attended, 
was held in Ridgeway on June 26 to honor two Ridge- 
way High School alumni, one of whom was Dr. Lake 
Brewer, who has practiced in Ridgeway for more than 
forty years. 

The Fairfax Community Hospital has elected the 
following new staff officers: Dr. Isaac F. Sweaney, 
Oregon, Dr. Edward F. Bare, Tarkio, vice-president, 
and Dr. M. J. Murphy, Fairfax, secretary. 
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cous conus BETTER Rhinitis Capsule 


Useful in the Acute Coryza or Virus 
stage . . . to relieve Sneezing, 
Blockage, and excessive Secretions. 


Symptoms not relieved by the 
sulfonamides or antibiotics. 


In vials of 16 Capsules 


RHINOPTO COMPANY 
Dallas 


AT A PRICE ALL PATIENTS 
CAN AFFORD 


Manufacturers of — 
RHINALL NOSE DROPS 


Ethical Specialties for the Profession 


was 
EACH INGREDIENT SELECTED* 
Propadrine HCi ....... Ys gr. *To relieve Nasal Congestion. 
Powd. Ext. Belladonna. .'/ gr. *To dry up excessive secretions. 
Acetophenetidin . *For Fever — Headache 
Salicylamide and General Malaise. 


* SAMPLES ON REQUEST 
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nonhormonal anti-arthritic ee 


BUTAZOLIDIN 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN “...produces more than a simple analgesic effect in 
rheumatoid arthritis.” 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 
of “remission” or “major improvement.” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ | 
(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 


Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1: 168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39: 405, 1955. 


Butazo.ioin® (brand of phenylbutazone). Red coated tablets of 100 mg. | 


BuTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. Al 
51155 In Canada: Geigy Pharmaceuticals, Montreal 
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WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
President 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
ment procedures—electro shock, in en 
P JOHN R. SAUNDERS, MD. 
sulin, psychotherapy, occupational and ee 
THOMAS F. COATES, MD. 
recreational therapy—for nervous and Associate 


AMES K. HALL, JR, MD. 
mental disorders and problems of 


addicti R. H. CRYTZER, Administrator 
P. O Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


Angina pectoris 


prevention 
Most efficient of the new long-acting 
nitrates, METAMINE prevents angina at- 
tacks or greatly reduces their number and 
severity. Tolerance and methemoglobi- 
nemia have not been observed with 
| HPO, | Pe METAMINE, nor have the common nitrate 
side effects such as headache or gastric 
irritation. Dose: 1 or 2 tablets after each 
meal and at bedtime. Also: METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), bot- 
tles of 50. THOS. LEEMING & CO., INC., 
155 EAST 44TH STREET, NEW YORK 17, N.Y. 


unique amino nitrate 


Metamine 


triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. Bottles of 50 and 500 
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now ...for the febrile patient 
within an hour 


therapeutic blood levels 


the preferred quadri-sulfa mixture 


The initial dose of Deltamide provides your patients with 
effective blood levels within 1 hour 


Mg. % 

10 { 

Therapeutic level 

0 1 l i 

lhr. 2 brs. 4 hrs. 6 hrs. 24 hrs. 


Average sulfonamide blood levels obtained with Deltamide 
in 7 patients given an initial dose of 4 Gm. followed by 1 
Gm. every 6 hours. 


Meyer, R. J.: Personal communication to the Medical Department, 
The Armour Laboratories, 1954. 


Deltamide combines four sulfas for a better therapeutic 
effect and a remarkable freedom from toxicity. 
When your patient takes Deltamide, you are sure of 


* effective blood levels in most patients within an hour 
* increased solubility in the urine 
* low incidence of sensitization 

* broad spectrum of activity 


Each Deltamide tablet or teaspoonful of good- 
tasting suspension provides: 


0.167 Gm. 


Tablets: bottles of 100 and 1000. 
Suspension: 4 and 16 oz. bottles 


...and when you want to combine sulfonamides with penicillin, presutte 


Each tablet— . of th 
suspension —aiso contains 230.000 DELTAMIDE w/PENICILLIN 


unils of potassium penicillin G. 


+ 
THE ARMOUR LABORATORIES — 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS ‘ 
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POWER 


fast relief of intense vulvar itch 
= . prompt restoration of vaginal health 
a. . ease of administration 
| 


the superior anti-mycotic Killing Power 
violet in its most effective form. 
% clinically effective . . . even in monilial 
during the last trimester of pregnancy. 


Westwood Pharmaceuticals 468 DEWITT ST. 
Division of Foster-Milburn Co. BUFFALO 13, N. Y. 


new... The “office-ideal” local anesthetic 


5 wo - 
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> 
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Propoxycaine Hydrochloride 8 

STRADEMARK OF GEORGE A. BREON & COMPANY 3 yi z > 

.. prolonged anesthesia bed 

First choice for nerve block and infiltration anesthesia *:* | wo 

a, 

... low irritation potential x 

4 

| 

... Minimal toxicity 

...no vasoconstrictor needed = 2688 


Supplied: 0.5%, 5 mg. BLOCKAIN per cc., vials of 30 cc. $2.00 per vial. 
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Flexible vitamin Bie therapy for patients of all ages 


Redisol. 


CRYSTALLINE VITAMIN By2 


Major ADVANTAGES: Increases appetite, helps patients gain weight. 


Stimulates hemopoiesis. Available as Elixir, Tablets and Injectables for a 

maximum flexibility of dosage. Elixir and Tablets readily blend with Philadelphia 1, Pa. 

milk, juices, infant formulas. DIVISION OF 
Supplied as Repisot Soluble Tablets: 25, 50, 100 mceg.; cherry-flavored MERCK & CO. INC. 


Elixir: 5 meg. per 5 cc.; Injectable: 30, 100, 1000 mcg. per cc. 


when wintertime 


becomes symptomtime 


Three effective antihistamines instead of 
one mean less chance of side effects. 


for prompt relief of rhinorrhea, headache, backache and Each capsule contains: 
npyridamine 
other symptoms associated with the common cold .. as 


Multihist+APC provides the beneficial effects of 3 anti- Aspirin 
histamines, and the analgesic-antipyretic effects of APC. Caffeine 4 gr. 
Dosage: During the first day of cold, 2 
t 4-hour inte 

A DORSEY preparation. four times daily for 2 days. 

Supplied: Bottles of 100, 500 and 1,000 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Co. capsules. 
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BY THE REGULAR USE OF 


Stress of surgery, accidents or infections is magni- 
fied in patients treated with cortisone, hydrocorti- 
sone, prednisone or prednisolone. Adrenal steroids, 
even in small doses, jeopardize the defense mech- 
anism against stress by causing adrenal cortical 
atrophy. Concomitant use of HP*ACTHAR Gel 
counteracts adrenal atrophy by its stimulant action 
on the adrenal cortex. 
“Dosage recommendations for 
Supportive HP*ACTHAR Gel are, inject: 
1 a. 100 to 120 U. of HP*ACTHAR Gel for every 
100 mg. of prednisone or prednisolone. 


b. 100 U. of HP*ACTHAR Gel for every 200 to 


300 mg. of hydrocortisone. 


c. 100 U. of HP*ACTHAR Gel for every 400 mg. 


of cortisone. 


2 Discontinue use of steroid on the day of in- 


*High 


AN 


jection. 


tories 


Purified. HP*ACTHAR Gel is The Armour Labora- 
rand of purified corticotropin. 


THE ARMOUR 
LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


: 


NOVEMBER 1955 


Continued from page 72 


The Washington University School of Medicine 
Alumni Association has elected Dr. Paul O. Hage- 
mann, St. Louis, president. Other officers elected were 
Dr. Lee B. Harrison, vice-president, Dr. Ernest T. 
Rouse, secretary-treasurer, and Dr. Wendell G. Scott, 
representative to the Washington University Alumni 
Federation Board. 

The Missouri Association for Retarded Children re- 
elected Dr. Ceil G. Leitch, Kansas City, at a recent 
meeting. 

Dr. William F. McDarthy, Blue Springs, became 
Health Director of Jackson County last July 1. He 
succeeds Dr. Cecil G. Leitch, who resigned. 

Dr. J. W. Lindsay, Conway, was honored at a recep- 
tion at the Conway High School recently marking the 
completion of fifty years of medical practice and com- 
munity service. The reception and program were 
sponsored by the Conway Lions Club. 


Dr. Arthur Adelman, Kansas City, has been awarded 
the bronze star medal for meritorious achievement 
while serving as chief of thoracic surgery in a Tokyo 
Army Hospital. 

Dr. John D. Van Cleve, Malden, was named “Citizen 
of the Week” in the Malden Merit of July 1, in which 
a story of his life and achievements was given. 

Dr. Dean F. Davies, St. Louis, was recently appoint- 
ed research associate of the American Concer Society. 


Dr. Robert J. Glaser has been appointed associate 
dean of Washington University School of Medicine as 
announced recently by Dean Carl V. Moore. Dr. 
Glaser’s appointment became effective July 1. 


Dr. Arthur L. Haskins, Jr., has been appointed pro- 
fessor and chairman of the Department of Obstetrics 
at the University of Maryland School of Medicine, 
Baltimore, as announced at a recent Board of Regents 
meeting at the University. 


Dr. Albert I. Mendeloff, associate professor of medi- 
cine and of preventive medicine, has been named 
clinical chief of staff in medicine at the Sinai Hospital 
in Baltimore. He is the first full time physician-in- 
chief at Sinai Hospital and assumed his new position 
September 15. 


Dr. Paul O. Hagemann, assistant professor of clin- 
ical medicine at Washington University School of 
Medicine, has been elected president of the Washington 
University School of Medicine Alumni Association for 
1955-56. 


Dr. Edward A. Doisy, distinguished service professor 
of biochemistry and director of the Department at 
St. Louis University, was conferred an honorary de- 
gree by the University at the commencement exer- 
cises last June 7. 

Dr. James F. Dowd, senior instructor in surgery at 
Washington, returned to St. Louis in the early summer 
after a five week trip to Europe. While abroad he pre- 
sented a paper on “Management of Facial Injuries as 
a Result of Automobile Accidents” at the meeting 
of the International College of Surgeons at Geneva, 
Switzerland. 

Dr. Alphonse McMahon, associate professor of in- 
ternal medicine, Washington University, and chief-of- 
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Browne-McHardy Clinic 


® Diagnostic and Therapeutic 
Facilities 

Internal Medicine and 
Gastroenterology 

Surgery 

Orthopedics 

Gynecology and Obstetrics 

Radiology—X-ray and 
Radium therapy 

Laboratory and Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmology 

Neuropsychiatry 

® Hotel facilities available 


Chemie 


3636 ST. CHARLES AVENUE 
Phone TYler 2376 * New Orleans, La. 


Penicillin V, Crystalline (Phenoxymethyl Penicillin) 


the totally new penicillin 
for decisive oral dependability 


Supplied: Tablets, 125 mg. (200,000 units), bottles of 36, Also available: Tablets 
Bictn®-Vex, 100 mg. (100,000 units) of benzathine penicillin G and 62.5 mg. (100,000 
units) of penicillin V, bottles of 36. 
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Crystoids. 


ANTHELMINTIC 


"MAJOR ADVANTAGES: Provides hexyiresorcinol, highly effective 
anthelmintic. Single dose sufficient. Easy-to-use pills. 


When bare feet pick up parasites— use CRYSTOIDS 


Hookworms, tapeworms, pinworms, whipworms  Hexylresorcinol. Administration and dosage are 
and roundworms—all are controlled by the ad- _included on label. 

ministration of CrysToIDs. Even in mixed infes- 
tations, such as ascarides and hookworms, most 
of the invaders may be eliminated by a single 
treatment. 


CrYSTOIDS are supplied as gelatin-coated pills Philadelphia 1, Pa. 
in two strengths: 0.1 Gm. and 0.2 Gm. ‘Caprokol’ DIVISION OF MERCK & CO., INC. 
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“creaky” joints 


. .. Safest of the antirheumatic salicylate-paba combinations 


For these reasons: Salicylism does not oc- 
cur, even with heavy daily requirements. 
Low dosage levels produce high blood 
levels. Acetylsalicylic acid, the most effec- 
tive of the salicylates, is well-tolerated. 
Pabirin is sodium- and potassium-free. It 
offsets salicylate depletion of vitamin C by 
providing a therapeutic amount of 300 mg. 


Pabirin is a preparation. 


Each capsule contains: 


Para-aminobenzoic 5 gr. 


Supplied: In bottles of 100, 500 and 1,000 capsules. 


in the average daily dose of six capsules. 
And highly effective . .. High blood levels 
are promptly reached and sustained due 
to the mutually potentiating action of ace- 
tylsalicylic acid and PABA plus the re- 
tarding effect of PABA on salicylate ex- 
cretion. Rapidly disintegrating capsules 
provide fast absorption and pain relief. 


Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 
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staff at St. John’s Hospital, is the new president of the 
University’s medical alumni. 

Dr. R. Walter Schlesinger has been appointed profes- 
sor of microbiology and director of the Department at 
the St. Louis University School of Medicine as an- 
nounced by the president of the University, the Very 
Rev. Paul C. Reinert, S. J. 


NORTH CAROLINA 


Dr. Lucie Jessner, professor of psychiatry, Univer- 
sity of North Carolina School of Medicine, attended 
the four-day International Psychoanalytic Congress at 
Geneva, Switzerland, which was held in July. 

Dr. H. B. Perry, Jr., Greensboro, was recently certi- 
fied by the American Board of Obstetrics and Gyne- 
cology. Dr. Perry is associated with Dr. W. Reed 
Wood. 


Dr. Deryl Hart, professor of surgery at Duke Univer- 
sity School of Medicine, completed 25 years as Chair- 
man of the Department of Surgery this summer. On 
October 20, his former residents will celebrate his 25th 
Anniversary at a banquet, at which time his portrait 
will be presented to the University. 

Dr. Bayard Carter, Duke University physician, has 
just been named president of the American Board 
of Obstetrics and Gynecology. Dr. Carter, professor 
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and chairman of the Duke Department of Obstetrics 
and Gynecology, succeeds Dr. Walter Cannreuther, 
New York City, who has been president of the board 
for the last 25 years. 

Dr. Leonard H. Schuyler, a graduate of the Duke 
University Medical School, has just been appointed as- 
sistant medical director of the American Heart As- 
sociation. Formerly a research fellow in medicine at 
the Vascular Research Laboratory of the New York 
Hospital-Cornell University Medical School, he will 
aid in administration of the research support and 
professional education programs of the Association. 


KENTUCKY 


Mr. C. P. Loranz, Advisor and Professional Rela- 
tions Counselor of the Southern Medical Association, 
is now a Kentucky Colonel. The Commission from 
his Excellency, Honorable Lawrence W. Wetherly, Gov- 
ernor of the Commonwealth of Kentucky was pre- 
sented to Mr. Loranz at a dinner during the annual 
meeting of the Kentucky State Medical Association in 
Louisville recently. The presentation was made by Dr. 
Duffy Hancock, the immediate past president of the 
Kentucky Association for the Governor. The dinner 
party, given by Dr. A. Clayton McCarty, Councilor of 
Southern Medical Association from Kentucky, was at- 
tended by a group of friends of the recipient. 
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Thiamine Hydrochloride’... '15.mg. 


A. H. ROBINS CO.,! 
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.»» 840 mg. of ascorbic acid 
C content of any 
water-sgluble vitamin capsule) 
: . Each eghsule contains: 
Virginia “Ethical Pharmaceuticals of Merit since 1878. 


Performance 


SALCORT 


Salcort performance stimulates a depend- 
able response in arthritic conditions; early 
functional improvement and a sense of 
well being are significant. Smaller doses 
of salicylates and cortisone combined 
produce a therapeutic response equiva- 
lent to that of large doses of cortisone... 
side reactions are eliminated and contin- 
uous therapy is permitted. Salcort pre 
sents no withdrawal problems. 


Each tablet contains: 


Cortisone Acetate 2.5 mg. 

Sodium Salicylate 0.3 Gm. 

Aluminum Hydroxide Gel, dried ~....-.------------- 0.12 Gm. 

(equivalent to 50 mg. Ascorbic Acid) 

Calcium Carbonate 60 mg. 


*U. S. Patent No. 2691662 
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OKLAHOMA 


Dr. Alonzo F. Brand has been appointed medical 
officer in charge of the Indian Health Area Office 
in Oklahoma City, the public health service has an- 
nounced. Dr. Brand will administer the federai gov- 
ernment’s expanded program for Indian health in Ok- 
lahoma, Kansas, Florida, Mississippi, and North Caro- 
lina. 

Dr. John E. Stuckey, University of Oklahoma, has 
been appointed to Oak Ridge Graduate Fellowships. 
He is a Ph.D. candidate in chemistry, and is carrying 
out thesis research at Oak Ridge National Laboratory. 
Dr. Frances W. Hollingsworth, El Reno, has returned 
from Oklahoma City where he was serving a _ resi- 
dency at Wesley Hospital. 

Dr. M. H. Newman, Shattuck, has been named to 
the State Board of Medical Examiners. 

Dr. David Fried, Mangum, has been elected secretary 
of the American Medical Society of Vienna. He is 
attending the “Zeugnis” course in general surgery and 
urology at the University of Vienna Postgraduate 
School of Medicine. 

Dr. Paul V. Annadown, Sulphur, was honored on his 
72nd birthday with a party in Platt National Park. 
Approximately 350 of his friends from the surround- 
ing area attended the celebration. 


Dr. C. E. Calhoun, Sand Springs, who has been in 
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FOLBESYN 


Vitamins Lederle 


A well-balanced, high-potency vitamin 


FoLBEsYN provides B-Complex factors 
(including folic acid and B,,) and ascorbic 
acid in a well balanced formula. It does 
not contain excessive amounts of any one 
factor. 


FoLBESYN Parenteral may be administered 
intramuscularly, or it may be added to 
various hospital intravenous solutions. It 
is useful for preoperative and postopera- 
tive treatment and during convalescence. 


LEDERLE LABORATORIES DIVISION ameascaw Cyanamid company Pearl River, New York 


formula containing B-Complex and C 
Dosage: 2 cc. daily. Each 2 cc. provides: 


Thiamine HCl (Bi). . 
Sodium Pantothenate................ 10 mg. 
FiCl 5 mg. 


FoLBEsYyN is also available in tablet 
form, ideal for supplementing the paren- 
teral dose. 
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agent has yet proved satisfactory for 
HYPERTENSION COMBINED THERAPY IS ADVISED” 


Wilkins, R. W., (1953): Mod. Med. 81-82. 


OBJECTIVE DIAGNOSIS DICTATES 
COMBINED, SAFE THERAPY... 


EMOTIONAL TENSION 

requires tranquilization or sedation 
VASOCONSTRICTION 

requires vasodilation 

RENAL INSUFFICIENCY 

requires diuretic action 

VASCULAR DEGENERATION 
requires maintenance of vascular integrity 


neo provides this 
COORDINATED MEDICATION 


Each capsule contains: 

Mannitol Hexanitrate . . 30mg. 


* a pure crystalline alkaloid of Rauwolfia serpentina 


in bottles of 100, 500 and 1000 opaque red capsules 


ALSO AVAILABLE AS SEMHYTEN with 15 mG. 
OF PHENOBARBITAL REPLACING RESERPINE. 


professional literature 
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aldine | 


Formulated specifically to control, without completely suppressing, the cough reflex and to 
promote the liquefaction of mucus, Pyraldine has proved most useful for the relief of the 
distressing, irritating cough. In addition the effective antihistaminic, Pyra-Maleate® is 
included to suppress allergic symptoms which may complicate the condition. 


Each fluidounce of bright yellow PyraLpINE contains: 
Dihydrocodeinone bitartrate 


(Warning: May be habit forming) ............................ Me gr. 
Pyra-Maleate® (Brand of Pyrilamine Maleate) .......... 75 mg. 
Citric acid 


In a mentholated, fruit-flavored, syrup vehicle. 
For added mucosal decongestion, amber PyraLpinE No. 2 
provides *the basic Pyraldine formula plus Phenylephrine 
Hydrochloride 30 mg. per fluidounce. 


VANPELT & BROWN, INC., Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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VAGINAL TRICHOMONIASIS — 


FOUND TO HARBOR THE PARASITE 


RICHOMONAL infestation is not a purely 

gynecological disorder. Bernstine and 

Rakoff point out that “the presence of tri- 
chomonads in the genito-urinary tract of men 
is now known to be of rather common occur- 
rence.”! 


Significant statistics — “The incidence of in- 
festation in the male is placed at 5 to 15 per 
cent.””! Whittington reports it in 27 per cent?; 
Feo in 15.5 per cent®; Freed in 28.5 per cent.* 
In Karnaky’s study of 150 husbands of women 
with recurrent trichomoniasis, 25 per cent har- 


bored the parasites.> 


The ubiquitous protozoan — The reported 
incidence would, probably, be even higher if all 
foci of infection (urethra, prostate, seminal vesi- 
cles, bladder, kidney, pelvis, and preputial sac) 
were studied in each case. Another reason for 
inadequate statistics is that male trichomoniasis 
is largely 


Re-infection now prevented — In view of 
this mildness or absence of symptoms, male 
trichomoniasis is rarely the subject of active 
therapy. It tends to subside by itself within a few 
months, provided “re-infection does not occur.””® 
Unfortunately, such infected husbands, though 
symptom-free, are “none the less a potential 
source of re-infection in wives successfully 
treated.”® The re-infected wife, in turn, re- 
infects the husband. 

To break the re-infection cycle, Karnaky 
insists that “the husband should wear a condom 
at coitus for four to nine months, during which 
time these trichomonads will usually die out of 
their own accord.”? Bernstine and Rakoff give 
similar recommendation: “If the male harbors 
trichomonads, condoms should be used during 
sexual intercourse until it is certain the infesta- 
tion has been cleared up entirely.” 
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Prescribe specifically —Take specific measures 
to win co-operation of the husband. In prescrib- 
ing a condom, be selective and take advantage 
of Schmid product improvements. 

When there is anxiety that the condom 
might dull sensation, the answer is to prescribe 
XXXX (FourEx)® skins. Made from the cecum 
of the lamb, they feel like the patient’s own 
skin, are pre-moistened and do not retard 
sensory effect. If cost is a consideration, pre- 
scribe RamsEs,® a transparent, tissue-thin, yet 
strong condom of natural gum rubber. SHEIK,® 
also of natural gum rubber, is even more reason- 
able in price. 

Any husband, any wife, in your practice, 
would prefer to hand the druggist your prescrip- 
tion for a condom, rather than to ask for it 
“in public.” Isn’t that true? Your act of diplom- 
acy prevents an embarrassing situation. To 
assure finest quality and earn appreciation for 
your thoughtfulness, prescribe XXXX 
(FOUREX), RAMSES or SHEIK by name. 
Prescribe Schmid protection for as long as four 
to nine months after the wife’s infestation has 
cleared. The protection Schmid condoms afford 
is the very foundation of re-infection control. 
References: 1. Bernstine, J. B., and Rakoff, A. E.: 
Vaginal Infections, Infestations, and ei? New York, 

The Blakiston Co., 1953, pp. 256-258. 2. Whittington, 
M. J.: J. Obst. & Cynsec. Brit. Emp. 58:614 ( Aug.) 1951. 
3. Feo, L. G: Am. J. Trop. Med. 34: 195 (May) 1944. 
4. Freed, L. F.: South African M. (March 27) 1948 
as abstracted in Cutan. 4,0 52:489 
1948. 5. Karnaky, K. Urol. and Cutan. Rev. 42:812 
(Nov.) 1938. 6. AR E, Jr., and poe R.S.: J. Urol. 
66:294 (Aug) 1951. 7. Karnaky, K. J.: J.A.M.A. 155:876 


(June 26) 1954. 8. Lanceley, F., an ‘McEntegart, M. G.: 
The Lancet 1: :668 (April 14) 1953. 


JULIUS SCHMID, INC. Propbylactics Division 


423 West 55th Street, New York 19, N.Y. 
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A comparative test shows conclusively that Maalox 

not only has more than double the acid-binding 
capacity of aluminum hydroxide, but also maintains its 
effectiveness twice as long.' 


Another investigator emphasizes that ‘‘Maalox is 
preferable to aluminum hydroxide gel because it is 
more palatable, better tolerated by the stomach, and 
does not cause constipation or undue astringency.’”” 


Maalox-Rorer is a well-balanced suspension of 
magnesium aluminum hydroxide gel—smooth-textured 
and pleasant to taste. It enjoys unusual patient 
acceptance. 


"... better suited for antacid therapy’” 


SUPPLIED: Suspension, bottles of 12 fluid ounces. 
Tablets, bottles of 100. 


Samples sent promptly on request 


WILLIAM H. RORER, INC. 


PHILADELPHIA 6, PA. 


1. Rossett, N.E., Rice, M.L. Jr.: An In Vitro Evaluation of the More Frequently Used A ids, G iterology 
26:490 (1954). 


2. Morrison, Samuel: Magnesium Aluminum Hydroxide Gel in the Antacid Tharany of Pentic Ulcer. Am. J 
Gastroenterology 22:309 (1954). 


Greater acid-binding capacity’ 3m — 
Longer therapeutic effect’ 
° 
RORER 
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‘Thorazine’ is “an effective 
agent for blocking the mech- 
anism of nausea and vomiting...” 


This conclusion was reached after a study of 
‘Thorazine’ in 336 patients with severe nausea and 
vomiting from many different causes, including 
the following: 


drugs such as digitalis, aminophylline, 
antibiotics and morphine; infectious or 
toxic reactions, such as gastroenteritis; 
congestive heart faiiure; peptic ulcer; in- 
testinal obstruction; general anesthesia; 
and pregnancy. 


Moyer et al.: A.M.A. Arch. Int. Med. 94:497 (Sept.) 1954. 


‘Thorazine’ Hydrochloride is available in ampuls, tablets and syrup. 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of chlorpromazine. 
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in its completeness 


35 

Digitalis 

(Davies, Rese) 
0.1 Gram 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 
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practice for 52 years, closed his office in September and 
is practicing from his home. 

Dr. Joseph G. Smith, Bartlesville, has given the De- 
partment of Archives at the University of Oklahoma 
his obstetrical records from 1911 to 1955. His records 
of 1903 to 1910 were destroyed by fire. 

Dr. Henry B. Strange became the first fulltime head 
of the Department of Pediatrics at the University of 
Oklahoma School of Medicine on July 1, 1955. He 
succeeds Dr. Clark H. Hall, a practicing pediatrician, 
who will continue as professor of pediatrics. 


TENNESSEE 


Dr. William A. Garrott, Cleveland, was inducted as 
a Fellow in the International College of Surgeons in 
Philadelphia recently. 

The Vanderbilt University School of Medicine, Nash- 
ville, presented a symposium on the Role of Some of 
the Newer Vitamins in Human Metabolism and Nu- 
trition on October 20 and 21. The symposium was 
made possible by a grant from The National Vitamin 
Foundation. 

Dr. Matthew Walker, Nashville, presided as presi- 
dent at the recent meeting of the National Medical 
Association. 

Dr. Tavner Rogers, Decaturville, was recently hon- 
ored there on “Dr. Rogers Day.” 

Dr. W. B. Dye, Springfield, has closed his office and 
retired, effective September Ist. 
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TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


DIVISION OF GRADUATE 
MEDICINE 
Radiologic Considerations 


of Pulmonary, Urological 
and Bone Diseases Nov. 17-18, 1955 


Ocular Pathology Dec. 5-9, 1955 
Fluid and Electrolyte 

Balance Jan. 16-21, 1956 
Pediatric Neurology 


Feb. 27-March 3, 1956 


Industrial Medicine Apr. 12-13, 1956 


For Detailed Information Write 


DIRECTOR 


1430 Tulane Ave. New Orleans 12, La. 
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SAINT ALBANS 


A CHRUCATE as 
RADFORD, VIRGINIA 


SS 


STAFF 
James P. King, M.D., Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


Clara K. Dickinson, M.D. 
James L. Chitwood, M.D., Medical Consultant 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 


1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 


‘ @ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
cael @ Capacity Limited @ Occupational and Hobby 
E ~ Therapy @ Supervised Sports @ Religious Services 
Plus... 


. Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
ANCLOTE WANOR lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast . 
ITAL FOR Medical Director—Samuel G. Hibbs, M.D. 
EADJUSTMENT Associate—W alter H. Wellborn, Jr., M.D. 
TARPON SPRINGS e FLORIDA John U. Keating,M.D. Samuel R. Warson, M.D. 


Zack Russ, Jr., M.D. Arturo G. Gonzalez. M.D. 
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Dr. George T. Lynch, Claiborne County, was the 
subject of a recent news feature in the Knoxville 
Journal. 

Dr. James N. Proffitt, Maryville, is a candidate for 
city commissioner. 

Dr. William H. Fitts, Nashville, has been appointed 
consultant in psychological research for the State De- 
partment of Mental Health. 


Dr. Don M. Taylor, Nashville, has been elevated 
from Director of Mental Health to the position of 
chief of Community Services. 


TEXAS 


Dr. Edward M. Wier, Fort Worth, has been ap- 
pointed chairman of the Medical Advisory Council 
for the Warm Springs Founndation. 

Dr. James N. Walker, Fort Worth, has been ap- 
pointed to the subcommittee, District 7, for Geographi- 
cal Distribution of Pediatricians, American Academy of 
Pediatrics. 


The American Board of Pediatrics has made the fol- 
lowing Texas doctors diplomates of the Board: Dr. 
Charles Robert Smith, Dr. Ben Witcher Denny, and 
Dr. C. James Krafft, Dallas, Dr. Randall D. Nyman, 
and Dr George A. Stewart, Jr., Fort Worth, Dr. Wil- 
liam A. Spencer, Houston, Dr. Howard A. Britton, 
San Antonio, Dr. Juanita Thacker Hart, Bellaire, and 
Dr. John Wilder Griffin, Corsicana. 
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truly a 
Blood Chemistry Outfits 
Accurate, Simplified Clinical Tests Versa tile wait 


Units available for 


Albumin and Sugar in Hemo lobinometer Sugar in Blood BURDICK MF-49 
Urine Icterus Index Susar in Urine 
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for Blood Sugar Estimation ; 
@ minor electrosurgery 
LaMotte Blocd Sugar Outfit 


aay ee — because the entire output of the power 


finger blood. tube is utilized for effective deep heating of 
— large as well as small areas. Yet operating 
Invaluable for infant cases. expense remains low. 
Accurate to 10 mg. of 


—— Controls are in full view while adjusting 


Direct Results without > timi i i 
Only 20 minutes required F.C.C. Approval D-507 


for complete test. 

Write for descriptive litera- 

ture—or see your local Bur- 
dick dealer. 
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Milton, Wisconsin | 
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for your dyspeptic, 
geriatric, underweight, 
and gallbladder 
patients 


digestant tablets 


for improved 
nutritional status... 
clinical response 


Layered construction provides timed 
release of essential digestants when 
and where needed, for efficient utiliza- 
tion of proteins, carbohydrates, fats. 


Each CONVERTIN Tablet provides: 
A sugar-coated outer layer of: 


Betaine Hydrochloride ....... 130.0 mg. 
(Provides 5 minims Diluted 
Hydrochloric Acid U.S.P.) 


Oleoresin Ginger.......... 1/600 gr. 

Surrounding an enteric-coated core of: 

Pancreatin (4x USP.) ....... 62.5 mg. 
(Equiv. 250 mg.) 

Desoxycholic Acid ......... 50.0 mg. 


DOSAGE: Two tablets with or just after meals. 
Dose may be reduced at discretion of physician, 
usually after first week. 


SUPPLIED: In bottles of 84 and 500 tablets. 
Available on prescription only. 


B. F. ASCHER & COMPANY, INC. 


Ethical Medicinals 
KANSAS CITY, MISSOURI 
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Certificates of fellowship in the American College of 
Chest Physicians have been awarded to Dr. Milton V. 
Davis, Dallas, Dr. H. B. Eisenstadt, Port Arthur, Dr. 
Paul Klinger, San Antonio, Dr. Morton L. Podolsky, 
Port Arthur, and Dr. Robert L. Yelderman, Rosen- 
berg. 

Dr. Robert D. Mertz, Corsicana, has been certified as 
a diplomate of the American Board of Ophthalmology. 

The American Academy of General Practice has 
named the following new members: Dr. Hugh Elbert 
Alexander, Beaumont, Dr. J. W. Paul, Jr., and Dr. W. 
L. Coleman, Victoria. 

Dr. Tryman G. Blocker, Jr., Galveston, was on the 
program of the British Plastic Surgery Association, 
which met in Oxford in the summer. He also at- 
tended the International Society of Surgery’s meeting 
in Copenhagen, the First International Congress of 
Plastic Surgery in Stockholm, and the meeting of the 
German Society for Maxillo-Facial Surgery in Ham- 
burg, where he presented a paper. 

Dr. Ray K. Daily, Houston, attended the meeting 
of the French Ophthalmological Society in Paris early 
in the summer. 


Dr. Herman Wing, formerly of Austin, is the new 
medical-legal director of the Transit Casualty Com- 
pany, St. Louis. 

Dr. J. H. Caton, Eastland, past vice-president of 
the Texas Medical Association, retired from active 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private hospital for the neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and 
physiotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 
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Because of 
Simpler, More Effective 
Combination Therapy 


Greater Efficacy 
from smaller 
dosage 


Side actions fewer 
and of lessened 
intensity 


No complicated 
dosage 
schedules 


Simpler patient 
management 


A Riker Single-tablet Preparation 


Indicated in moderately severe hypertension. Each 
tablet contains 1 mg. Rauwiloid and 3 mg. Veriloid. 

Initial dosage, one tablet t.i.d., p.c. In bottles of 
100 tablets. 


° Available in bottles of 100 tablets. 
Ri ker LABORATORIES, INC., 10s anceues 


Hexamethonium 


A Riker Single-tablet Preparation 


Indicated in rapidly progressing, otherwise intract- 
able hypertension. Each tablet contains 1 mg. 
Rauwiloid and 250 mg. hexamethonium chloride 
dihydrate. 

Initial dosage, one-half tablet q.i.d. 
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PHYSICIANS 
Specializing in 
TUBERCULOSIS AND CHEST DISEASES 


600-Bed Hospital, located 30 miles from Springfield, Missouri. Devel- 
oping pediatrics department, in-service and affiliation program. Merit 
system benefits. Full maintenance and laundry minimum rate. 


Following positions open: 
Physician I (Tuberculosis) Annual Salary: $6,000-$ 8,000. 


Physician II (Tuberculosis) Annual Salary: $7,000-$10,000. 
Physician III (Tuberculosis) Annual Salary: $8,000-$12,000. 


Write—Medical Director 
Missouri State Sanatorium 
Mt. Vernon, Missouri i| 


EsTABLISHED 1916 


Appalar hia fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological ilin 
lescence, drug and alcohol habituation. 
Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 
Wo. Ray GrirFIN, JR., M.D. Mark A. GriFFIN, M.D. 
Rosert A. GriFFin, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 
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GUEST 


Philip D. Woodbridge, M.D., Greenfield, Mass. 
Anesthesiology 

J. Lowry Miller, M.D., New York, N. Y. 
Dermatology 

Franz J. Ingelfinger, M.D., Boston, Mass. 
Gastroenterology 

John I. Brewer, M.D., Chicago, Il. 
Gynecology 


S. Gilbert Blount, Jr., M.D., Denver, Colo. 
Internal Medicine 


kugene A. Stead, Jr., M.D., Durham, N. C. 
Internal Medicine 

John H. Talbott, M.D., Buffalo, N. Y. 
Internal Medicine 

Lawrence S$. Kubie, M.D., New York, N. Y. 
Neuropsychiatry 


Duncan E. Reid, M.D., Boston, Mass. 
Obstetrics 


ANNOUNCING 


‘The Nineteenth Annual Meeting 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conference Headquarters—Municipal Auditorium 
FEBRUARY 27, 28, 29 and MARCH 1, 1956 


SPEAKERS 


Frank W. Newell, M.D., Chicago, Il. 
Ophthalmology 


Claude N. Lambert, M.D., Chicago, III. 
Orthopedic Surgery 


A. C. Hilding, M.D., Duluth, Minn. 
Otolaryngology 

Alan R. Moritz, M.D., Cleveland, Ohio 
Pathology 

Joseph A. Johnston, M.D., Detroit, Mich. 
Pediatrics 


Philip J. Hodes, M.D., Philadelphia, Pa. 
Radiology 


Arthur H. Blakemore, M.D., New York, N. Y. 


Surgery 

Charles G. Child, I11, M.D., Boston, Mass. 
Surgery 

Rubin H. Flocks, M.D., Iowa City, Iowa 
Urology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, color 
television, medical motion pictures, scientific exhibits and technical exhibits. 


(All-inclusive registration fee — $20.00) 


THE POSTCLINICAL TOUR TO THE WEST INDIES AND 
CENTRAL AMERICA BY PLANE 


Departure from New Orleans, March 2 


For Information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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Whenever 

the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


& nvalescence 


through vomiting 
or diarrhea— 


lentine’ 
Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 


provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin 


Debilirating 
gastrointestinal 


conditi 


Supplied in bottles of 2 or 6 


fluidounces. 


Dosage is 1 teaspoonful two or three times daily; 
two or three times this amount for potassium 


therapy. 


VALENTINE Company, Inc. 


RICHMOND 9, VIRGINIA 


NOVEMBER 1955 


Continued from page 94 


practice on August 1 after having spent more than 
50 years in general practice. 

Dr. Tom E. Smith, Dallas, has been elected chair- 
man of the Board of Directors of Western Bankers 
Life Insurance Company. 

Dr. 7. W. Hutcheson, Andrews, is the new director 
of the West Texas Chamber of Commerce representing 
Andrews. 

Dr. J. C. Terrell, Stephenville, has been elected a 
director of the Continental National Bank of Fort 
Worth. 

Dr. Andrew S. Tomb, Victoria, is a new member of 
the advisory board of Texas Business Developments, 
Inc. 

Dr. Gay T. Woodard, Dallas, has been appointed 
to the Board of Directors of the American Bank and 
Trust Company. 

Dr. A. F. Garner, Grandview, celebrated his nine- 
tieth birthday in mid-June. 


WEST VIRGINIA 


Dr. Charles W. Powell, member of the staff at Wes- 
ton State Hospital, has accepted a residency in psy- 


Continued on page 102 


CLASSIFIED ADVERTISEMENTS 


WANTED—General Surgeon for 20 bed hospital in 
Eastern North Carolina. For further information con- 
tact NC c/o SMJ. 


WANTED—General Practitioner to form partnership 
in Eastern North Carolina. For further information 
contact NH c/o SMJ. 


WANTED—Urological Residents. Vacancies will exist 
July 1, 1956, at first, second and third year levels of 
four-year fully diversified pyramidal-type residency of 
Baylor Affiliated Hospitals in the Texas Medical Cen- 
ter. Apply now to Dr. A. J. Leader, Medical Arts 
Building, Houston, Texas. 


FOR SALE—Government surplus medical, hospital, 
and X-ray equipment. Very reasonable. A. H. Smullian 
& Company, P. O. Box 271, Station A, Atlanta 2, 
Georgia. 


FOR SALE—44 bed hospital with out-patient clinic, 
located in Alabama town, 5,000 population. Com- 
pletely equipped, one operating room. Nurses’ resi- 
dence available if desired. Sale in connection with 
settlement of estate. For further information, contact 
BNF c/o SMJ. 


FOR SALE—Modern 8-room air conditioned EENT 
Clinic, completely furnished and equipped. Also three 
bedroom home. All on six beautiful lots. Warm drv 
climate in citrus section, Rio Grande Valley, Texas. 
Health demands immediate sale—cheap—will sell sepa- 
rately if desired. Contact Samuel T. Parker, M.D., 210 
Canna Street, Pharr, Texas. 
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in 
rheumatoid arthritis 


“.. free of significant metabolic, 
water or electrolyte disturbances.” 


The higher therapeutic ratio of METICORTEN permits marked clinical 
benefits unaccompanied by many of the major undesirable actions charac- 
teristic of cortisone and hydrocortisone.'!* 


METIC 


PREDN ISON E (metacortandracin) 


avoids sodium and water retention 

¢ avoids weight gain due to edema 

* no excessive potassium depletion 

+ better relief of pain, swelling, tenderness; diminishes joint stiffness 


¢ lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 


* most effective in smallest dosage 


Bibliography 

(1) Dordick, J. R., and Gluck, E. J.: Preliminary clinical trials with metacortandracin in 
rheumatic diseases. Comparative antirheumatic potency, metabolic activity and hormonal 
properties, J.A.M.A., in press. (2) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 
157:311, 1955. (3) Barach, A. L.; Bickerman, H. A., and Beck, G. J.: Clinical and physio- 
logical studies on the use of metacortandracin in respiratory disease. I. Bronchial asthma, 
Dis. Chest, in press. (4) Schwartz, E.: Personal communication. 


brand of prednisone (metacortandracin). 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 


Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. Jas. N. Brawner, Jr., M.D. Abert F. BRAwNer, M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 


SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 


Effective in 97% of cases 


In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine effective in 
97% of the cases treated. * 

Oxyuricidal properties of Vermizine’s principal ingre- 
dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 
Compounded in a pleasing strawberry-flavored syrup, 


Vermizine is highly acceptable—even to small children. 


* Brit. Med. J. Vol. 11, No. 4839, p. 757, 1953 
Supplied: Gallons, Pints, 8-oz. Botiles. 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, lilinois 
Pacific Coast Branch Southern Branch 
381 Eleventh St, Son Francisco, Calif. 240 Spring St. N. W., Atlanta, Ga, 
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VERMIZINE sin 
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THE WALLACE HOSPITAL 


Memphis, Tennessee 


James A. WALLACE, M.D. WALTER R. WALLACE 
Medical Director Superintendent 


For the Diagnosis and Treatment of Nervous and Mental Diseases 


GRAVIDOX* 


Pyridoxine-Thiamine Lederle 


For preventing and treating nausea and vomiting of pregnancy 


Pyridoxine (B,;) and Thiamine (B,) have Each GRAVIDOX tablet contains: 
proved more effective in combination Thiamine HCl—20 mg., Pyridoxine 
than either alone in the prevention and HCl—20 mg. Each cc. of GRAVIDOX 
treatment of hyperemesis gravidarum. parenteral solution contains: Thiamine 
GRAVIDOX, in tablet and parenteral HC1—50 mg., Pyridoxine HC1—50 mg. 
form, combines these vitamins, provid- 

ing a nutritional approach to the problem. Average dose: 5 to 12 tablets daily, in 
GRAVIDOX may also be useful for the divided doses, at times when vomiting 
prevention and relief of nausea and vomit- _ is less likely to occur; or 1 cc. parenteral 
ing associated with radiation sickness. solution 2 or 3 times weekly. 


LEDERLE LABORATORIES DIVISION american Cyanamid company Pearl River, New York 


*REG. U. S. PAT. OFF. 
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VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 ce. vial (5 immunizations). 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganan id COMPANY 
PEARL RIVER, NEW YORK 


Continued from page 98 


chiatry at the Veterans Administration Hospital in 
Littlerock, Ark. 

Dr. E. T. Drake, Williamson, has completed a first 
year surgical residency at Christ Hospital in Cincinnati, 
and will serve his second year residency in the specialty 
at the Henry Ford Hospital in Detroit. 


Dr. Robert W. Howes, Jr., Parkersburg, who com- 
pleted a residency at Camden-Clark Memorial Hospital 
July I, has located for practice in that city. He was 
recently named company doctor and medical adviser to 
the O. Ames Company of that city. 


Dr. Ezra Goings, Jr., Richmond, Virginia, has ac- 
cepted appointment as a member of the staff of 
Greenbrier Valley Hospital, Ronceverte. His spe- 
cialty is internal medicine. 


Dr. Ralph W. Ryan, Morgantown, has accepted ap- 
pointment as civilian consultant in ophthalmology to 
the National Institutes of Health, Bethesda, Maryland. 
He will do research in the control of diseases of the 
eye. He will make frequent visits to the Bethesda 
clinical center, but will continue the practice of his 
speciality in Morgantown. 


Dr. Robert S. Robbins, Wayne, has accepted a resi- 
of fellowship in the American College of Chest Phy- 
sicians at the annual Convocation held in Atlantic 
City on June 4. 


Dr. Robert S. Robbins, Wayne, has accepted a resi- 
dency in anesthesia at Mercy Hospital, Pittsburgh. 


the first thought for pain relief 


Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 


Pain relief without hypnosis 


* Smooth, quick action 


Minimum of side effects 


e An opiate, may be habit forming 


*Dilaudid is subject to Federal narcotic regulations. 


Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. distributor 
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published studies * show: 


Improvement is “almost immediate,” with 
“good to excellent results” in four out of five patients, and 
no postherpetic neuralgia in any patient who responded favorably. 


Protamide is a sterile colloidal solution prepared 
from animal gastric mucosa . . . denatured to 
eliminate protein reaction . . . completely safe and 
virtually painless by intramuscular injection. 


Clinical data on request. 


we PROTAMIDE 


in herpes zoster and post-infection neuritis 


MAN L Combes, F. C. & Canizares, 
Wn ERM ABo 1 Eo O.: New York St. J. Med. 
RATORI® 


52:706, 1952; Marsh, 
HA W. C.: U. S. Armed 


for the pain and disability of HERPES ZQSTER oa 
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When the jitter’s 
in more than the gut: 


the tension-easing antispasmodic 


Serpedon* helps you treat the jittery patient with the jittery gut, 
not just his spasm, which is most likely a symptom of his real trouble: 


anxiety and tension. Serpedon is 0.1 mg. reserpine, plus three alkaloids of 
belladonna, equivalent to 7 minims of the tincture. Serpedon rescues 

the patient from his symptom-producing anxiety and tension with reserpine .. . 
tranquilizes him, doesn't dull him. Serpedon stops spasm... stops it quickly, 
gives reserpine time to exert its full, tension-easing effect. 

Recommended dose is one tablet t.i.d. Supplied in bottles of 100 scored tablets. 


Unbher Laboratories, Inc.. Mount Vernon, New York *trademark 
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prevents asthmatic attacks 


525012 


Amesec 


... combines sympathomimetic action with 


Available in bottles 
of 100 and 500. 


ELI LILLY AND COMPANY 


bronchorelaxing effect and sedation 


Continuous symptomatic relief is usually main- 
tained with 1 pulvule t.i.d. To prevent nocturnal 
attacks, prescribe 1 pulvule plus 1 ‘Enseal’ (Timed 
Disintegrating Tablet, Lilly) at bedtime. The 
‘Enseal’ will release the medication after four or 
five hours. 


Each pulvule or ‘Enseal’ provides: 


Ephedrine Hydrochloride 25 mg. 
Aminophylline 130 mg. 
‘Amytal’ (Amobarbital, Lilly) 25 mg. 


* INDIANAPOLIS 6, INDIANA, U.S.A. 
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benefits 
for 


small 


patients 


ABDEC DROPS give your youngest patients 
dependable multivitamin support, so important to 
optimal growth and development. A stable, 
nonalcoholic formulation—concentrated for easy 
administration— ABDEC DROPS mix readily with 
food, fluid, or formula, or may be placed 
directly on the tongue. There is no need for refrigeration. 


Peake Deis + Company 


DETROIT, MICHIGAN 
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